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Preface 


This book exists for two main reasons. First, to fill a gap in the current 
sociology of mental health scholarship. This omission was brought to my 
attention by my postgraduate students; though I was initially very scepti- 
cal of their research capabilities, it turned out that they were basically cor- 
rect. Granted, there are bits and pieces of Marxist analysis out there, but 
compared with the other mainstream areas of sociological investigation 
such as education, youth, crime, and the family, the use of the big man’s 
work to make sense of the continuing power of the mental health system 
is nearly non-existent. Second, this book offers a radical challenge to the 
conservative and theory-free scholarship which is currently infecting my 
area of sociology. I believe we need to bring critical scholarship back to 
the heart of the sociology of mental health; we desperately need to have 
the theoretical as well as the empirical debates. 

The book title may suggest radical polemic, but at the same time, I 
think the argument is relatively simple and straightforward, and also, I 
think there is plenty of evidence to support it. Under capitalism, we live 
in a society of fundamental inequalities defined by our relation to the 
means of economic production. Public or private, every institution in 
capitalist society is framed by these same power disparities. The dominant 
understandings of who we are, what is expected of us, and the limits of 
our behaviour are constructed and defined by the capitalist class, then 
reproduced through the state and institutions of civil society (e.g., the 
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systems of education, criminal justice, and health). This is necessary for 
the progression and survival of capitalism. For example, we are socialised 
by the family, the school, and the mass media to accept social and eco- 
nomic disparities as natural and common sense; as the inevitable result of 
differential talent and competition within the marketplace, rather than 
class privilege and the exploitation of the majority of the population. In 
this respect, the mental health system is no exception. Led by the insti- 
tution of psychiatry as the ultimate experts on the mind, mental health 
professionals are far from immune to the needs of capital. In fact, I will 
demonstrate in this book that the mental health system has been impres- 
sively compliant to the wishes of the ruling classes and, for that reason, 
has gained more power, authority, and professional jurisdiction as indus- 
trial society has developed. 

While this book is centrally a theoretical interrogation of psychiat- 
ric discourse and professional power, I have also attempted to make it 
accessible to practitioners and non-theoreticians. I think theory is vitally 
important to achieving a broader understanding of human existence 
within this world, but I appreciate that many put more faith in the “prac- 
tical solution,” in being “pragmatic,” and in changing the world through 
“doing.” I think mental health practitioners—and I have met plenty 
over the years—are particularly prone to this view. For this reason, there 
are four substantive chapters in the book (on the issues of work, youth, 
women, and political protest) which are written with the pragmatists in 
mind. These apply Marxist ideas to specific issues within the field and 
highlight the many dangers of simply “doing” mental health work with- 
out any thought to the wider structures in which they carry out such 
activities. Often performed by professionals who similarly believed that 
they were “acting in the best interests of the patient,” the history of psy- 
chiatry and its allies is littered with too many acts of violence, torture, 
and death to be able to write them off as aberrations or exceptions in a 
“progressive” and “scientific” system of health care. It can instead be seen 
as a regular service performed by the mental health system in support of 
the ruling elites. 


Preface ix 


What follows is my version of a Marxist theory of mental illness. 
It is only one contribution within the sociology of mental health, but 
nevertheless, I hope it inspires others to follow my analysis in equally 
challenging and critical directions. And if you want to continue the dis- 
cussion, you can email me at b.cohen@auckland.ac.nz or @BmzCohen 
on twitter. 
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Introduction: Thinking Critically About 
Mental Illness 


This book is a critical reflection on the current global epidemic of mental 
disease, and with that, the global proliferation of mental health profes- 
sionals and the expanding discourse on mental illness. Over the past 35 
years, scientific ideas on mental pathology from the designated experts 
on the mind have seeped outwards from the psychiatric institution into 
many spheres of public and private life. It is part of my role as a soci- 
ologist to explain how this epidemic has come about and the extent to 
which it is a valid reflection of real medical progress in the area. I am not 
alone in undertaking such a project; other social scientists—as well as 
psychiatrists and psychologists themselves—have investigated the recent 
expansion in the varieties of mental disorder and their usage among west- 
ern populations, and have voiced similar concerns to the ones that I will 
articulate in this book. However, as the title suggests, this work goes fur- 
ther than most other scholars and mental health experts appear able to. 
This is because I frame the business of mental health within its wider 
structural context, within a system of power relations of which economic 
exploitation is the determinant one. Ignoring the development and cur- 
rent dynamics of capitalist society has been a significant omission of most 
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other scholarship in the area; this is my contribution to getting critical 
social theory back to the heart of research and scholarship in the sociol- 
ogy of mental health. 

“We are,” according to the psychotherapist James Davies (2013: 1), 
“a population on the brink.” The figures for mental disease suggest that 
not only are we currently in the grip of an illness epidemic but we are 
nearing a tipping point towards catastrophe: out of a global population 
of seven billion inhabitants, 450 million people are estimated to be 
currently affected by a mental or behavioural disorder (World Health 
Organization 2003: 4), with 100 million of them taking psychotro- 
pic drugs (Chalasani 2016: 1184). The projected rates in developed 
countries such as the United States and the United Kingdom are even 
higher with one in four people suffering from a mental disorder each 
year (Davies 2013: 1). The World Health Organization (WHO) (2003: 
5) estimates that the expenditure on mental health problems in western 
society amounts to between 3 and 4 per cent of gross national prod- 
uct; the cost in the United States alone is over $100 billion per year 
(Wilkinson and Pickett 2010: 65). By 2020, according to the WHO, 
depression—a disease which will affect one-fifth of all Americans at 
some point in their life (Horwitz and Wakefield 2007: 4)—will be “the 
second leading cause of worldwide disability, behind only heart disease” 
(Horwitz and Wakefield 2007: 5). 

Consequently, the WHO (2003: 3) states of this mental illness epi- 
demic that “[t]he magnitude, suffering and burden in terms of dis- 
ability and costs for individuals, families and societies are staggering.” 
From being a relatively rare affliction just 60 years ago, mental illness 
is now everybody's concern. Whitaker (2010a: 6-7) has noted of this 
change that the rates of debilitating mental illness among US adults 
has increased sixfold between 1955 and 2007. However, the “plague 
of disabling mental illness” as he calls it has fallen particularly hard 
on young people in the country, with an incredible 35-fold increase 
between 1997 and 2007. This makes mental disease the “leading cause 
of disability in children” in the United States (Whitaker 2010a: 8). The 
varieties of known mental illnesses have also increased over time, with 
the American Psychiatric Association’s (APA) Diagnostic and Statistical 
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Manual of Mental Disorders (DSM) identifying 106 mental disorders in 
1952, yet 374 today (Davies 2013: 2). 

In the current milieu it is no surprise that the power and influence of 
the mental health professionals are—like the above statistics—“growing 
at a remarkable rate” (Davies 2013: 2). However, as every critical scholar 
on the topic is aware, very serious problems remain with the current 
science and practice within the mental health system. These concerns 
inevitably lead us to questioning the reality of the claims to a mental ill- 
ness “epidemic” made by health organisations such as the APA and the 
WHO, and to ask who really benefits from the global expansion of the 
psychiatric discourse. An essential issue here is the continuing contested 
nature of “mental illness,” for there remains no proof that any “mental 
disorder” is a real, observable disease. Consequently, the “experts” still 
cannot distinguish the mentally ill from the mentally healthy. In fact, a 
recent attempt by the APA—the most powerful psychiatric body in the 
world—to define mental illness was bluntly described by one of their 
most senior figures as “bullshit” (see discussion below). Accordingly, it 
also follows that no “treatment” has been shown to work on any specific 
“mental illness” and that there is no known causation for any disor- 
der. Of course, these issues are highly disputed by many mental health 
professionals, so the evidence and debates are outlined in detail in the 
chapters that follow. 

I appreciate that questioning the validity of mental illness comes as 
little comfort to those people who are currently experiencing stress, 
trauma, or behaviour which causes what Thomas Szasz (1974) has pre- 
viously referred to as “problems in living.” Let me clarify briefly here 
that this book is not denying such experience; rather it is questioning 
the discourse of “mental illness” which is produced by groups of profes- 
sionals who claim an expert knowledge over this experience. Therefore, 
the current discussion is a critique of professional power not of personal 
experience and behaviour which may have been labelled (or self-labelled) 
as a “mental illness.” Though my previous work has investigated the mul- 
tifaceted meanings of illness and recovery for those so labelled (see, e.g., 
Cohen 2015), this is not the focus of the current book. Instead, the issue 
at hand is how to explain the incredible expansion of what we might 
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call the “mental health industry’—that is, the entirety of the professionals, 
businesses, and discourse surrounding the area of mental health and ill- 
ness—without a concurrent progression in the scientific evidence on 
mental pathology. The next section briefly explores some of the main 
explanations given for the dominance of the current mental health sys- 
tem and the gaps in this work. 


Critical Scholarship on Mental Illness 


Most commonly, critical scholars focus on one major reason for the 
current expansion in the numbers and categories of mental illness in 
western society—namely, the influence of pharmaceutical corporations 
(colloquially referred to as “big pharma”) on the construction of new 
categories of disorder and the promotion of drug solutions for those dis- 
orders (see, e.g., Davies 2013; Healy 2004; Moncrieff 2009; Moynihan 
and Cassels 2005; Whitaker 2010a; Whitaker and Cosgrove 2015). The 
institution of psychiatry is the ultimate authority responsible for defining 
and treating mental pathologies, yet commentators argue that the profes- 
sion has been steadily compromised by forming close relationships with 
big pharma, who are now effectively setting the mental health agenda. 
For example, critics point to the 69 per cent of psychiatrists responsi- 
ble for the development of the latest edition of the DSM (DSM-5, see 
American Psychiatric Association 2013) who have financial ties to the 
pharmaceutical industry (Cosgrove and Wheeler 2013: 95). Research has 
also demonstrated the close involvement of big pharma in the develop- 
ment of current mental illness categories including social anxiety disor- 
der (SAD) (Lane 2007) and premenstrual dysphoric disorder (PMDD) 
(Cosgrove and Wheeler 2013). The more behaviour and experience 
that can be successfully medicalised—that is, reconceptualised as in 
need. of medical intervention—through this medico-industrial partner- 
ship, the more drugs can be potentially sold to the public. Thus it is 
argued that the expansion of the mental illness discourse is the result of 
a market takeover of health care; corporations rather than medical prac- 
titioners are now designating what mental pathology is and, as a result, 
dictating treatment. The obvious solution to this situation involves the 
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de-coupling of mental health services from the influence of big business. 
Tighter government regulation and oversight of pharmaceutical corpo- 
rations is required, as is transparency within the relevant professional 
organisations. 

While this critique of big pharma’s intervention in the production 
and promotion of the contemporary psychiatric discourse is relevant, 
it is perhaps the least surprising aspect of the operation of the mental 
health system within capitalist society. Scholars of medical history such 
as Andrew Scull (1989, 1993, 2015), for example, have profiled a con- 
tinuing “trade in lunacy” which can be traced back to the beginnings of 
industrial society and witnessed throughout the development of mod- 
ern mental health work. That the market is part of the workings of 
psychiatry and related professions should be self-evident to any scholar 
aware of the history of the mental health system in western society. 
Such critics would also acknowledge that while psychiatry legitimates 
the products of big pharma, pushing psychopharmaceuticals in turn 
helps legitimate the psychiatric profession. The prescribing of drugs 
is a key symbol of modern doctoring which serves to align psychiatric 
practice with other branches of medicine through a shared biomedical 
understanding of health and illness. 

The medico-industrial relationship described above has raised an asso- 
ciated criticism from critical scholars as to the efficacy of the biomedi- 
cal approach in understanding mental health problems more generally. 
Biomedicine conceptualises disease as a physical pathology of the body. 
Thus, biomedical psychiatry theorises mental disorder as having a physi- 
cal aetiology (causation) that can be observed, measured, and treated. 
Modern psychiatry focuses on the brain as the organ that causes such 
“disease,” and most often regards mental illness as the result of faulty 
neurotransmitters or “chemical imbalances” in the brain. The biomedical 
approach to understanding mental illness have been a part of psychia- 
try since its emergence over 200 years ago, yet has become increasingly 
dominant within the mental health system since the 1980s (Chap. 2). 
According to critics, however, despite its current “hegemonic” moment 
(Cosgrove and Wheeler 2013: 100), bio-psychiatry lacks the legiti- 
macy of scientific evidence. The scholars blame corrupt individuals and 
powerful interests both inside and outside of psychiatry for reiterating 
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biomedical myths regarding the “normal” and “abnormal” workings of 
the brain so as to be able to promote physical interventions such as drugs 
and electroconvulsive therapy (ECT) as potential “cures” for mental ill- 
ness. Such writers note the continuing lack of proof of biological causa- 
tion for any mental disorder, the potential for corruption at the hands of 
big pharma, the perversion of the psychiatric profession by particular self- 
interested, powerful parties and individuals, and the reductionist nature 
of the biomedical model which is seen to have damaged the founding 
aims of the profession to improve the care and treatment of people who 
suffer from mental disorders and to always perform their duties in the 
best interests of the patient (see, e.g., Bentall 2009; Breggin 1991; Davies 
2013; Greenberg 2013; Whitaker and Cosgrove 2015). 

Critics call for an understanding of mental disorder which goes beyond 
biological reductionism to consider psychological, social, and environ- 
mental factors which correlate with mental illness. Often conceptualised 
as the “psychosocial model” (or simply, the “social model”) of mental 
illness, scholars and experts highlight a range of evidence from socio- 
economic data which demonstrates that such factors as family income, 
educational level, ethnic group, geographical location, and social class are 
all closely related to the chances of developing a mental health problem. 
While the social model suggests that we all have the potential to suffer 
mental disorders if exposed to traumatic situations, some groups are par- 
ticularly vulnerable to mental illness due to experiencing comparatively 
more stressful life conditions and, at the same time, having less access to 
cultural and economic resources which can alleviate the threat of men- 
tal problems. As the WHO’s (2013) recent Mental Health Action Plan 
2013-2020 has emphasised, 


Depending on the local context, certain individuals and groups in society 
may be placed at a significantly higher risk of experiencing mental health 
problems. These vulnerable groups may (but do not necessarily) include 
members of households living in poverty, people with chronic health condi- 
tions, infants and children exposed to maltreatment and neglect, adolescents 
first exposed to substance use, minority groups, indigenous populations, 
older people, people experiencing discrimination and human rights viola- 
tions, lesbian, gay, bisexual, and transgender persons, prisoners, and people 
exposed to conflict, natural disasters or other humanitarian emergencies. 
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Interventions are then aimed at the personal and the social; therapy and 
counselling allows individuals to work through their disorder with trained 
professionals, while community health services target certain deprived 
communities for mental health promotions and the additional resourcing 
of mental illness prevention teams. 

Explanations for the increase in rates of mental illness given by socially 
orientated models of mental health, therefore, draw attention to the wid- 
ening social inequalities experienced in neoliberal society which impact 
levels of well-being in vulnerable populations. For example, Wilkinson 
and Pickett (2010: 67) draw on WHO data to claim that people suffer 
more mental illness in countries with wider inequalities (as measured 
by income distribution and the disparities between the richest and the 
poorest in that society). Their comparison of twelve advanced industrial 
nations shows the United States as having the highest rates of mental 
illness and, correspondingly, the highest rate of income inequalities. In 
comparison, Japan experiences the lowest rate of mental health problems 
and has a relatively equal distribution of income. It is a popular piece of 
sociologically orientated accounting in which society has the potential 
to make us sick; particularly those societies with higher levels of social 
and economic inequality appear to make us sicker. Thus, some Marxists 
have similarly argued that capitalism is ultimately responsible for causing 
mental illness (see, e.g., Robinson 1997; Rosenthal and Campbell 2016). 
However, as with most epidemiological work on mental illness, this anal- 
ysis is weak and inconclusive. The research ultimately suffers from the 
same fundamental deficit as the biomedical model in that, while specula- 
tive correlations are made, there remains no proof of causation for any 
mental disorder. 

As with psychiatrists, the many mental health workers in allied profes- 
sions—such as the psychotherapists, psychologists, counsellors, and psychi- 
atric social workers—who promote the more socially orientated approaches 
to mental illness, continue to stand by the validity of psychiatry’s knowledge 
base and for good reason: it is a discourse which furthers their own pro- 
fessional interests and legitimates their own “mental health” practices in a 
currently expanding market. Many scholars make the same mistake in argu- 
ing for such socially oriented approaches—they reinforce the psychiatric 
discourse as having validity where none has been established. Thus, what 
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may first appear as serious critical scholarship on psychiatric knowledge 
production and the mental health system is often quite conservative and 
reformist in nature. These attempts at “critical” literature on the mental 
health system are most likely written by those inside the mental health profes- 
sion, especially psychiatrists and psychologists (see, e.g., Bentall 2009; Davies 
2013; Paris 2008). Unless they wish to give up their high-paid jobs—some 
escape into academia, others retire early—these writers continue to be com- 
plicit in supporting the mental health system that has produced them. For 
this reason their arguments go no further than pleas for reform (fewer drugs, 
more therapy, and so on) which allow their profession to continue to expand 
their operations relatively unhindered by serious critique. 

To firmly ground the mental health system as a moral and political 
project, the following section discusses the continuing lack of validity of 
psychiatric knowledge. This deconstruction of the “science” of psychiatry 
is purposely undertaken here to highlight both the limits of previous crit- 
ical scholarship—which has often failed to engage with the fundamental 
problems of mental health work—and the need to frame such institu- 
tions within structural systems of power and social control. Before this 
however, a brief note on a couple of key terms I will use in this discussion 
and subsequently throughout the book. 

Psy-professions: my argument in this book implicates not only the psychi- 
atric profession, but also allied groups such as psychologists, counsellors, 
psychiatric social workers, psychoanalysts, and the many other “talk ther- 
apy” professionals (for full critiques, see, e.g., Masson 1994; Morrall 2008). 
Collectively, I follow Rose (1999: viii) in understanding these groups as 
the “psy-professions”: “experts” who have over time acquired an author- 
ity on the supposed “real nature of humans as psychological subjects.” As 
medically trained practitioners, psychiatrists have the ultimate authority to 
define and police abnormal behaviour—which is why the book focuses pri- 
marily on this profession—yet they are ably assisted by other groups which 
have subsequently emerged and have vested interests in continuing to align 
themselves with the same knowledge base. The discussion in this book will 
demonstrate, for example, that psychologists, therapists, and counsellors 
can all be implicated in systematically serving the interests of the powerful. 

Psychiatric discourse: I use this term to differentiate scientific evidence 
on “mental illness” (what some might call “psychiatric knowledge,” 
although this is also a highly problematic phrase) from psy-professional 
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claims-making in the area. Psychiatric discourse is the totality of the 
propositions to expertise on “mental illness” and “mental health” (includ- 
ing the language, practices, and treatments) that psychiatric and allied 
professions have circulated to the public over the past 200 years. The term 
signifies the socially constructed nature of what is claimed to be expert 
knowledge in the area. For this reason, general terminology produced by 
the mental health system should be treated with caution. For example, 
in this book I refer to various labels of “mental illness,” to mental health 
“experts,” to “patients” and “users” of services, and so on; this does not, 
however, signal my acceptance of any such terminology as accurate or the 
truth of the matter. 


Deconstructing the “Science” of Psychiatry 


In his recent book Shrinks: The Untold Story of Psychiatry, former presi- 
dent of the APA, Jeffrey Lieberman (2015: 288-289), summarises the 
progress that psychiatry has made over the past 200 years in its knowl- 
edge and understanding of mental pathology. “We know that mental dis- 
orders exhibit consistent clusters of symptoms,” he declares, 


We know that many disorders feature distinctive neural signatures in the 
brain. We know that many disorders express distinctive patterns of brain 
activity. We have gained some insight into the genetic underpinnings of 
mental disorders. We can treat persons with mental disorders using medi- 
cations and somatic therapies that act uniquely on their symptoms but 
exert no effects in healthy people. We know that specific types of psycho- 
therapy lead to clear improvements in patients suffering from specific types 
of disorders. And we know that, left untreated, these disorders cause 
anguish, misery, disability, violence, even death. Thus, mental disorders are 
abnormal, enduring, harmful, treatable, feature a biological component, 
and can be reliably diagnosed. 


Underscoring psychiatry’s worth as a medical enterprise, Lieberman 
(2015: 289) concludes by stating of the above summary that “I believe this 
should satisfy anyone’s definition of medical illness.” Likewise, Shorter 
(1997: 325) concurs with Lieberman on the ascendancy of the psychiat- 
ric discipline to a valid branch of medical science when he reflects that 
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[iJn two hundred years ... psychiatrists [have] progressed from being the 
healers of the therapeutic asylum to serving as gatekeepers for Prozac. 
Psychiatric illness has passed from a feared sign of bad blood—a genetic 
curse—to an easily treatable condition not essentially different from any 
other medical problem, and possessing roughly the same affective valence. 


Such positive appraisal of the knowledge and treatment of mental dis- 
orders by the official historians of psychiatry necessarily rationalises the 
jurisdictional exclusivity of the profession as based on a progressive nar- 
rative of medical science and discovery. Nevertheless, it is a successfully 
cultivated rhetoric of truth claims which crucially lacks evidence to sus- 
tain the desired picture of medical advancement in the field. This section 
surveys the main issues with the current state of psychiatric knowledge— 
namely, the disagreements over aetiology and treatment of mental illness, 
the lack of agreement on what “mental illness” is, and consequently the 
lack of validity to any category of mental disorder. This deconstruction of 
psychiatric knowledge claims will lead us to question what the purpose of 
the psy-professions in capitalist society actually is. 

A recent review of the science behind the psychiatric discourse con- 
cluded that “no biological sign has ever been found for any ‘mental 
disorder.’ Correspondingly, there is no known physiological etiology” 
(Burstow 2015: 75). This conclusion also became clear to the APA’s own 
DSM-5 task force when they began work on the new manual in 2002. 
As Whitaker and Cosgrove (2015: 60) record, in reviewing the avail- 
able research evidence it was plain to the committee members that “[t] 
he etiology of mental disorders remained unknown. ‘The field [of mental 
health] still did not have a biological marker or genetic test that could 
be used for diagnostic purposes.” Furthermore, the research also showed 
that psychiatrists could still not distinguish between mentally healthy 
and mentally sick people, and consequently had failed to define their area 
of supposed expertise. This issue was recently highlighted with reference 
to comments made by Allen Frances, the chair of the previous DSM-IV 
task force. When the DSM-IV (American Psychiatric Association 1994: 
xxi) was published in 1994, it stated that “mental disorder” was 


conceptualized as a clinically significant behavioral or psychological syn- 
drome or pattern that occurs in an individual and that is associated with 
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present distress (e.g., a painful symptom) or disability (i.e., impairment in 
one or more important areas of functioning) or with a significantly increased 
risk of suffering death, pain, disability, or an important loss of freedom. 


However, as the architect of the DSM-IV, Frances was later quoted by 
Greenberg (2013: 35—36) as stating of the above definition, “[h]ere’s the 
problem ... There is no definition of a mental disorder ... it’s bullshit ... 
I mean you can't define it.” The lack of knowledge on mental health and 
illness has haunted the entire history of psychiatry. Some have dismissed 
critics who highlight this fundamental hole in the science of psychiatry as 
“antipsychiatry” or “mental illness deniers.” Such attacks on scholars who 
attempt to investigate the accuracy of the central pillars of psychiatric 
knowledge should further concern us, as it perhaps signals that plenty 
in the profession are already aware of the flimsy nature on which their 
“expertise” continues to rest. Together with an understanding of the his- 
tory of the psychiatric profession—summed up by Scull (1989: 8) as 
“dismal and depressing’—I would argue that it should be the duty of 
all social scientists concerned with the mental health field that, in good 
conscience and putting the needs of the public first, they remain highly 
sceptical of a psychiatric discourse that poses as expert knowledge on the 
mind but produces little actual evidence to back up the assertions made. 

Though at first glance historical mental disorders such as masturba- 
tory insanity (Chap. 2), drapetomania (Chap. 7), hysteria (Chap. 5), 
and homosexuality may appear as evidence of the profession reflecting 
the dominant norms and values of wider society, they are argued by the 
official historians of psychiatry to be examples of the false starts, early 
experimentations, and theoretical innovations of an emerging scien- 
tific discipline. It is suggested that this history is evidence of medical 
and scientific progress within the area of mental health to the current 
point where we know more about mental distress than ever before. Yet 
problems in the legitimacy of psychiatry’s vocation have remained, and 
reached crisis point at the cusp of deinstitutionalisation in the 1970s. At 
the time, a number of significant studies demonstrated the profession’s 
inherent tendency to label people as “mentally ill,” to stigmatise everyday 
aspects of a person’s behaviour as signs of pathology, and to make judge- 
ments on a person’s mental health status based on subjective judgements 
rather than objective criteria. 
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‘The study that had the most direct impact on the psychiatric profession— 
as well as public consciousness—at this time was David Rosenhan’s (1973) 
classic research On Being Sane in Insane Places which found that psychiatrists 
could not distinguish between “real” and “pseudo” patients presenting at psy- 
chiatric hospitals in the United States. All of Rosenhan’s “pseudo” patients 
(college students/researchers involved in the experiment) were admitted and 
given a psychotic label, and all the subsequent behaviour of the research- 
ers—including their note-taking—was labelled by staff as further symptoms 
of their disorder (for a summary, see Burstow 2015: 75-76). This research 
was a culmination of earlier studies on labelling and mental illness which 
had begun in the 1960s with Irving Goffman (1961) and Thomas Scheff 
(1966). Goffman’s (1961) ethnographic study of psychiatric incarceration 
demonstrated many of the features which Rosenhan’s study would later suc- 
cinctly outline, including the arbitrary nature of psychiatric assessment, the 
labelling of patient behaviour as further evidence of “mental illness,” and the 
processes of institutional conformity by which the inmates learned to accept 
such labels if they wanted to have any chance of being released from the insti- 
tution at a later date. Scheffs (1966) work on diagnostic decision making in 
psychiatry formulated a general labelling theory for the sociology of mental 
health. Again, his research found that psychiatrists made arbitrary and sub- 
jective decisions on those designated as “mentally ill,” sometimes retaining 
people in institutions even when there was no evidence to support such a 
decision. Psychiatrists, he argued, relied on a common sense set of beliefs 
and practices rather than observable, scientific evidence. Scheff (1966) con- 
cluded that the labelling of a person with a “mental illness” was contingent 
on the violation of social norms by low-status rule-breakers who are judged 
by higher status agents of social control (in this case, the psychiatric profes- 
sion). Thus, according to these studies, the nature of “mental illness” is not a 
fixed object of medical study but rather a form of “social deviance”—a moral 
marker of societal infraction by the powerful inflicted on the powerless. This 
situation is summated in Becker's (1963: 9, emphasis original) general theory 
of social deviance which stated that 


deviance is nota quality of the act the person commits, but rather a conse- 
quence of the application by others of rules and sanctions to an “offender.” 
The deviant is one to whom that label has successfully been applied; 
deviant behavior is behavior that people so label. 
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The growing perception that psychiatric work was “unscientific” and, 
in turn, “mental illness” was a label of social deviance was further 
amplified in the 1970s by the APA’s very public battle over the con- 
tinuation of homosexuality as a classification of mental disorder in 
the DSM (for a full discussion, see Kutchins and Kirk 1997: 55—99). 
As with the rationale for the profession labelling this sexual orienta- 
tion as a mental illness in both the DSM-I (American Psychiatric 
Association 1952: 38-39) and the DSM-II (American Psychiatric 
Association 1968: 44), the successful decision to subsequently remove 
the label from the manual in 1973 was anything but scientific. On the 
contrary, Burstow (2015: 80) records how a mix of disruptive pro- 
tests by gay rights campaigners, along with an internal power strug- 
gle between psychoanalysts and biomedical-orientated psychiatrists, 
brought about the change in APA policy. The end result was a deci- 
sion based not on research evidence but rather a simple postal vote 
of APA members (Burstow 2015: 80). With institutional psychiatry 
in decline, community alternatives developing, and related mental 
health disciplines encroaching on traditional psychiatric territory, 
the profession entered a period of political and epistemological crisis. 
To regain credibility, the APA needed to prove the robustness of its 
knowledge base and convince the public as well as policy makers of 
their continuing usefulness and expertise. 

The solution was to boost the scientific credibility of the field through 
improving the reliability of mental illness categories—that is, the 
identification and agreement among different practitioners of patients 
presenting with a specific disorder—which would then aid in validating 
such pathologies as real disease rather than professionally produced con- 
structions. As Whitaker and Cosgrove (2015: 45—46) state of the impor- 
tance of the reliability and validity concepts, 


In infectious medicine, a diagnostic manual needs to be both reliable and 
valid in order to be truly useful. A classification system that is reliable 
enables physicians to distinguish between different diseases, and to then 
prescribe a treatment specific to a disease, which has been validated— 
through studies of its clinical course and, if possible, an understanding of 
its pathology—as real. 
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Under the leadership of Robert Spitzer, the APA carried out extensive 
field trials with the aim of testing the reliability of different diagnostic 
categories towards the creation of a more robust and scientifically sound 
DSM (to be released in 1980 as the DSM-III). Spitzer and Fleiss’ (cited 
in Kirk and Kutchins 1994: 75) own assessment of the reliability of cat- 
egories of mental disorder in the DSM-I and the DSM-II was that none 
of them were more than “satisfactory,” frankly admitting that 


[t]here are no diagnostic categories for which reliability is uniformly high. 
Reliability appears only satisfactory for three categories: mental deficiency, 
organic brain syndrome (but not its subtypes), and alcoholism. The level of 
reliability is no better than fair for psychosis and schizophrenia and is poor 
for the remaining categories. 


To rectify this situation, Spitzer's team coordinated a number of large- 
scale pieces of research on psychiatric classification, including “the larg- 
est reliability study in history” (Burstow 2015: 77; for full details, see 
Williams et al. 1992) involving 592 people—both psychiatric patients 
and those without a previous history of mental health problems— 
being interviewed by pairs of psychiatrists spread over six sites in the 
United States and one in Germany. Kirk and Kutchins (1994: 83) have 
described the time, planning, and resourcing that went into this study 
as “the envy of researchers who attempt to conduct rigorous studies in 
clinical settings.” Subsequently, the data was claimed by the develop- 
ers of the DSM-III to be of “far greater reliability” for most classes 
of mental disorder than that utilised in previous DSMs; the results 
showed a generally “quite good” level of agreement between psychia- 
trists, especially on the classic categories of schizophrenia and major 
affective disorders (American Psychiatric Association, cited in Kirk and 
Kutchins 1994: 79). On its release in 1980, the DSM-III was hailed 
as a great success for the discipline—a document which would finally 
silence detractors through accurately demonstrating the effective scien- 
tific progress of the discipline in the twentieth century. Consequently, 
the DSM-III has come to mark a “revolution” within the discipline 
(Decker 2013: xv). For western psychiatry, the manual was the “book 
that changed everything” (Lieberman 2015: 134). 
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It was, however, a revolution based ona scientific lie. The DSM-III field 
trials were “[b]latently rigged” (Burstow 2015: 77) by Spitzer’s task force 
to produce higher rates of reliability. A summary of the research biases in 
the construction of the studies—including the non-representative nature 
of the samples—has been noted by Whitaker and Cosgrove (2015: 
48—49), following extensive meta-analysis of the original field trial data 
by Kirk and Kutchins (1992). However, Kirk and Kutchins’ own evalua- 
tion of the DSM-III research revealed something even more surprising— 
namely, that there was no improvement in the previous poor levels of 
diagnostic reliability. In fact, in some categories of mental disorder, there 
were even greater levels of disagreement between psychiatrists than there 
had been with previous DSMs (Kirk and Kutchins 1994: 82-83). In large 
part, the claimed success of the DSM-III was due to a “linguistic sleight 
of hand” (Whitaker and Cosgrove 2015: 49) in which Spitzer and his 
task force re-phrased the same statistical levels of agreement between psy- 
chiatric professions (in this case, defined by kappa mean values between 
0 and 1, where 1 is complete agreement and 0 complete disagreement) 
in different ways when comparing the DSM-I and the DSM-II with the 
DSM-III. For example, a mental disorder in the previous DSMs with 
a kappa score of .7 had been presented as “only satisfactory,” but was 
then redefined in the DSM-III as a “good” level of inter-rater agreement 
(Whitaker and Cosgrove 2015: 49). Thus, Kirk and Kutchins (1994: 83) 
concluded that “despite the scientific claims of great success, reliability 
appears to have improved very little in three decades.” The DSM-III can 
therefore be seen as the success of the rhetoric of psychiatry rather than 
the result of any actual scientific progress within the discipline (Kirk and 
Kutchins 1992). 

Predictably, subsequent research has shown no improvement in 
inter-rater reliability and, in many cases, has produced kappa scores 
below those reported in the original DSM-HI field trials (Whitaker and 
Cosgrove 2015: 50). The implications for the DSM on which psychiatry 
bases its claims to scientific rigour are clear—“the latest versions of DSM 
as a clinical tool,” state Kirk and Kutchins (1994: 84), “are unreliable 
and therefore of questionable validity as a classification system.” As the 
authors proceeded to document with the DSM-IV, rather than attempt 
to tighten mental illness classifications, the APA actually loosened them 
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further, thereby increasing the potential number of people who could be 
labelled under each mental disorder (Kutchins and Kirk 1997). Following 
the DSM-III field trials, subsequent DSM task forces have abandoned 
the reliability issue, believing it to have been solved despite ongoing criti- 
cisms from health researchers and social scientists. And, lest we forget, 
even if psychiatry did one day solve the reliability problem, it still does 
not solve the validity issue for mental disorder classifications. After all, 
“[t]he fact that people can be trained to apply a label in a consistent way,” 
Burstow (2015: 78) reminds us, “does not mean that the label points to 
anything real.” 

Psychiatric insiders have openly admitted the lack of science to their 
area of operations. Allen Frances (cited in Whitaker and Cosgrove 2015: 
61), for example, has recently stated that the mental disorders given in the 
DSM are “better understood as no more than currently convenient con- 
structs or heuristics that allow [psychiatrists] to communicate with one 
another.” This has included the classic constructs of schizophrenia and 
bipolar disorder (formerly manic-depression), of which the mental health 
researcher Joel Paris at the Department of Psychiatry, McGill University, 
has admitted “[i]n reality, we do not know whether [such] conditions 

.. are true diseases” (cited in Whitaker and Cosgrove 2015: 61). Even 
National Institute of Mental Health (NIMH) director and strong advo- 
cate of biomedical psychiatry, Thomas Insel (cited in Masson 2015: xii), 
announced on the release of the DSM-5 in 2013 that the categories of 
mental disorder lacked validity and NIMH would no longer be using 
such diagnoses for research purposes. 

Despite the claims to “progress” made by official historians of psychia- 
try such as Lieberman and Shorter, there is no evidence for the supposed 
“science” of psychiatry. There is no test for any mental illness, no proof of 
causation, no evidence of successful “treatment” that relates specifically to 
an individual disorder, and no accurate prediction of future cases. Thus, 
the claim that psychiatric constructs are real disease has not been proven. 
Consequently, it is necessary to utilise the existing evidence to more accu- 
rately theorise the real vocation of the psy-professions in capitalist society. 
As the faulty knowledge claims of the DSM are summarised by Burstow 
(2015: 78, emphasis original), “reliability cannot legitimately function as 
a validity claim and no studies have established validity”; therefore, “it fol- 
lows that ... no foundation of any sort exists for the DSM categories. This 
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is a serious issue that calls into question the power vested in psychiatry.” 
It necessarily leads us to consider such institutions as moral and political 
enterprises rather than medical ones (Szasz 1974: xii) because psy-profes- 
sionals make historically and culturally bound judgements on the “correct” 
and “appropriate” behaviour of society's members. This is a point sum- 
mated by Ingelby (1980: 55, emphasis added) when he states that 


what one thinks psychiatrists are up to depends crucially on what one 
thinks their patients are up to; and the latter question cannot be answered 
without taking an essentially political stand on what constitutes a “reasonable” 
response to a social situation. 


In the same manner, British psychiatrist Joanna Moncrieff (2010: 371) 
agrees that a “psychiatric diagnosis can be understood as functioning as a 
political device, in the sense that it legitimates a particular social response 
to aberrant behaviour of various sorts, but protects that response from 
any democratic challenge.” Even Shorter (1997: viii) accepts that the 
profession is responsible for policing social deviance when he remarks 
that “[p]sychiatry is, to be sure, the ultimate rulemaker of acceptable 
behaviour through its ability to specify what counts as ‘crazy.’”” Likewise, 
the concept of “health” within the mental health system is understood as 
whatever counts as “normal” within a specific historical epoch and cul- 
tural setting. Sayers (cited in Christian 1997: 33—34) states of this relative 
concept of “health” that 


[t]he society and the individual’s role within it are assumed to be normal 
(that is to say, “healthy”: “normality” isa common synonym for “health” in 
psychiatry as in other areas of medicine). Indeed, the prevailing social envi- 
ronment is made the very criterion of normality, and the individual is 


judged ill insofar as he or she fails to “adjust” to it. 


The Urgency for Marxist Theory 


Despite the lack of validity to the “science” of psychiatry, most “criti- 
cal” texts fail to adequately explain the expansion of mental health work 
because they lack sustained theoretical engagement. Most commentators 
refuse to conceptualise the mental health business beyond what they can 
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see with their own eyes, and this in turn hides the wider structural forces 
which can shape, inhabit, and direct the institutional priorities of the 
mental health experts. For instance, if Wilkinson and Pickett (2010: 67) 
had spent more time critically investigating the production of psychiat- 
ric knowledge, they might have come to the conclusion that the more 
unequal the society, the more likely it is that people will be /abelled with 
a mental disorder. Stated in a slightly different manner, countries that 
have faced the brunt of neoliberal polices are more likely to apply labels 
of “mental disorder” onto the population. 

This is not, however, to suggest that there has been a complete absence 
of critical social theorising on the activities of the psy-professionals within 
capitalist society. On the contrary, from labelling and social construction- 
ist accounts to critical realism, post-psychiatry, and mad studies, there has 
been a considerable tradition of engagement with the issues of societal 
inequalities, institutional power, and psychiatric mechanisms of social con- 
trol since the 1960s (see Cohen, forthcoming). Such literature has been 
highly valuable to the sociology of mental health and is utilised throughout 
this book. Nevertheless, this scholarship still fails to fully contextualise the 
political project of psychiatry in relation to the fundamental conditions of 
economic exploitation under capitalism. The critical analysis lacks either 
a full understanding of the dynamics of capitalist society or an adequate 
historical and contemporary contextualisation of the institution of psychia- 
try. Without attending to both of these issues, the scholarship will remain 
piecemeal and theoretically incomplete. It is my contention that an inher- 
ently political institution such as psychiatry can only be fully understood 
through an appropriate framing of the profession within wider socio-his- 
torical processes and with the aid of Marxist theory. This allows us to make 
sense of the emergence and development of the psy-professions within 
industrial society, their changing practices and priorities, points of internal 
and external competition and conflict, as well as their current period of 
expansion in neoliberal society. 

It has been left to a small handful of Marxist scholars to outline a 
fundamental truth of the mental health system: that its priorities and 
practices are fundamentally shaped by the goals of capitalism (see, e.g., 
Brown 1974; Nahem 1981; Parker 2007; Roberts 2015; Robinson 1997; 
Rosenthal and Campbell 2016). As Brown (1974: 1) has remarked of 
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psychology, it is “more than just a professional field of work. It is also a 
codified ideology and practice that arises from the nature of our capital- 
ist society and functions to bolster that society.” This is less surprising, 
states Nahem (1981: 7), when it is understood that, as with psychiatry, 
“[p]sychology arose and developed in capitalist society, a class society. 
In all class societies, the dominant social, cultural and political views are 
those of the dominant class.” And more so, with the continuing expan- 
sion of the psy-professions, Parker (2007: 1-2) argues that psychology 
has become 


an increasingly powerful component of ideology, ruling ideas that endorse 
exploitation and sabotage struggles against oppression. This psychology 
circulates way beyond colleges and clinics, and different versions of psy- 
chology as ideology are now to be found nearly everywhere in capitalist 
society. 


The dominant norms and values of the ruling classes are reflected in 
the psychiatric discourse on human behaviour and the workings of the 
mind. Consequently, the psy-professions are responsible for facilitating 
the maximisation of profit for the ruling classes while individualising the 
social and economic conditions of the workers. The mental health system 
seeks to normalise the fundamentally oppressive relations of capitalism 
by focusing on the individual—rather than the society—as pathological 
and in need of adjustment through “treatment” options such as drugs, 
ECT, and therapy. These arguments will be discussed in further detail in 
the chapters that follow. To end this section, however, I briefly want to 
highlight a key problem with previous Marxist literature. 

Almost all of the Marxist scholars cited above come from inside the 
psy-professions (usually psychology), and for that reason most attempt to 
still rescue their discipline from capitalism. For example, Nahem (1981: 
7) speaks of the mental health system as being “co-opted” by capital- 
ism, a situation in which the true evidence-based practice of psychiatry 
and psychology has been replaced by the ideology of the ruling classes. 
Similarly, Robinson (1997) and Rosenthal and Campbell (2016) argue 
that the psy-professions have been tainted by capitalism, and that, conse- 
quently, a socialist society would have “a genuinely scientific psychology 


20 Psychiatric Hegemony: A Marxist Theory of Mental Illness 


[which] will constitute an essential part of human culture” (Robinson 
1997: 77). However, the idea of a “new psychiatry” or “new psychology” 
based on Marxist principles (as suggested in Brown 1974) is fundamen- 
tally incompatible with the socio-historical reality of these institutions 
(Chap. 2). As I argue throughout this book, the psy-professions are a 
product of capitalism; they were created to police dissent and reinforce 
conformity, not to emancipate people. Thus, they cannot be reformed or 
rescued from capitalism; they are and will always be institutions of social 
control, and for that reason they have no positive role to play in a social- 
ist society (Chap. 8). As important as the previous Marxist scholarship 
on mental health has been, this book avoids the potential biases of the 
reformed therapist, psychologist, or psychiatrist in assessing the history 
and current expansion of the psy-professionals. 


Summary 


Twenty years ago, Thomas Harris (1995: xv), the bestselling author of 
Im OK-Youre OK—one of the first “popular psychology” texts on the 
market—stated that “[t]he question [for psychiatry] has always been 
how to get Freud off the couch and to the masses.” This book explains 
how and why the psychiatric discourse has proliferated over the past few 
decades and achieved its current hegemonic status in neoliberal society. 
The following chapter appropriately grounds the discussion in Marx’s 
classic theory of historical materialism. This is contextualised within a 
socio-historical analysis of the philosophies and treatments of the psychi- 
atric profession over the past 200 years. The discussion demonstrates how 
the mental health system has served both the economic and ideological 
needs of capitalist society. With reference to the work of neo-Marxist 
scholarship, the specific linkage of neoliberalism to the expansion of the 
psychiatric discourse is explained in Chap. 3. The “crisis” of psychiatry in 
the mid-1970s and the construction of the DSM-III in 1980 need to be 
understood within the wider political framework of a declining welfare 
state and an increasing focus on individualism. To explore how the psy- 
professionals serve capitalist society in specific areas of private and public 
life, Chaps. 4-7 analyse the impingement of psychiatric hegemony on 
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young people and women, as well as in work lives and with forms of social 
and political protest. Each of these chapters includes textual research on 
the DSM, demonstrating how categories and symptoms of mental dis- 
order have come to increasingly mirror the dominant norms and values 
of neoliberal society. Chapter 4 investigates the psychological sciences’ 
engagement with the world of work, including a case study of social anxi- 
ety disorder—the construction of which can only be fully understood 
in the context of neoliberal demands for “employability” and “sellable 
selves” within the labour force. As part of the future workforce, Chap. 5 
investigates the growth in mental disorders aimed specifically at young 
people. Including a socio-historical analysis of the most commonly diag- 
nosed childhood mental illness (attention-deficit/hyperactivity disorder 
(ADHD)), the discussion demonstrates that the contemporary moment 
of labelling children with mental disorders is strongly related to the 
requirements of late capitalism for compliant, disciplined, and higher- 
skilled workers. In comparison to the mental health system’s relatively 
recent focus on young people, women have been an ongoing obsession 
for the psy-professions since the beginning of industrial society. From 
hysteria to borderline personality disorder (BPD), Chap. 6 recounts the 
systematic pathologisation of female emotions and experiences by psy- 
professionals, showing how these activities have primarily functioned to 
reinforce the division of labour, traditional gender roles, and patriarchal 
power. Chapter 7 explores some of the darkest moments in the history of 
the mental health system including their support for slavery, the central 
role they played in the Nazi holocaust, and their recent involvement in 
torturing prisoners of the “war on terror.” This discussion will demonstrate 
that, rather than being isolated events carried out by rogue elements, these 
activities achieved widespread support among the mental health experts 
and were fundamentally considered to be “in the best interests of the 
patient.” Further, the analysis will also show that the post-9/11 “culture 
of fear” in western society has only served to further enforce psychiatry 
hegemony, a situation achieved through the closer surveillance of social 
and political dissent as reflected in the DSM-5. Chapter 8 concludes the 
discussion in this book by briefly offering a few practical ways in which 
we can begin to challenge the psychiatric hegemon. These include chal- 
lenging the academic apologists for the psy-professions, campaigning for 
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the outlawing of psychiatric violence and compulsory treatment, and the 
forming of alliances with fellow radical scholars, psychiatric survivors, 
and left-wing activists. 
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2 


Marxist Theory and Mental Illness: 
A Critique of Political Economy 


Over the past 35 years, social theory has largely disappeared from scholar- 
ship on mental illness. In sociology and related disciplines, critical think- 
ing has been sacrificed in the face of a neoliberal agenda which prioritises 
“pragmatic” scholarship relevant to current social policy. Consequently, 
dominant approaches to mental health research do little more than sup- 
port the contemporary political agenda. Whether big-data epidemiologi- 
cal studies on the levels of “mental illness” within the general population 
or small in-depth analysis of psychiatric experiences, contemporary 
research is usually bereft of any problematising of the mental health 
system, the psy-professions, or the psychiatric discourse on which such 
professions lay claims to expertise. Shamefully, we have left it largely to 
those within these professions to raise the most awkward questions on the 
mental health business including the lack of validity of current mental 
disorders, the increasing medicalisation of everyday behaviour, the close 
ties to pharmaceutical companies, and the role of these groups as agents 
of social control. Too many sociologists are scared of engaging with the 
critical issues—they fear being labelled as “antipsychiatry” or of deny- 
ing survivor/user experience, and they worry about being excluded from 
funding streams if they raise serious issues about the nature and purpose 
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of the mental health system in capitalist society. Yet if sociologists of med- 
icine are truly serious about accurately researching issues of health and ill- 
ness, if we still “care” about our subject area, then there is an urgent need 
to contextualise our work in a set of historical and contemporary power 
relations. As Vincente Navarro (1980: 200) has previously made clear, 


The actual way of studying disease in any society is by analyzing its histori- 
cal presence within the political, economic, and ideological power relations 
in that specific social formation. And by this, I do not mean the analysis of 
the natural history of disease but rather the political, economic, and ideo- 
logical determinants of that disease, determinants resulting from the over- 
all power relations which are primarily based on the social relations of 
production. These power relations are the ones which determine the nature 
and definition of disease, medical knowledge, and medical practice. 


This book is my contribution to reigniting critical thinking within the 
sociology of mental health. 

This chapter begins by outlining the Marxist theory of “materialism,” 
a critique of the political economy of capitalist society which aims to 
explain economic and social disparities as a historical process. An under- 
standing of Marxist theory allows us to view capitalism as an economic 
system of fundamental inequalities which are reproduced not only in 
activities specifically related to the exchange of labour and commodi- 
ties but rather in all aspects of social, cultural, and political life. In other 
words, capitalism frames institutional, group, and personal understand- 
ings of the world and responses to it. This includes the structure, prac- 
tices, and priorities of the mental health system itself—an issue which is 
discussed with reference to those scholars who have previously applied 
Marxist theory to medicine and psychiatry including Navarro, Waitzkin, 
Brown, and Parker. Following these scholars, I spend the remainder of 
the chapter performing a Marxist assessment of the political economy 
of the mental health system. This is done through analysing a range of 
colourful and horrific socio-historical examples—including tranquilizer 
chairs, masturbation, lobotomies, vibrators, shock treatment, and a lot of 
drugs—to demonstrate how psychiatry and allied professions have served 
the needs of capitalism both economically and ideologically. 
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Historical Materialism 


Karl Marx’s analysis of capitalism is recognised by scholars on both the 
right and the left as highly significant in explaining the formation and 
continuance of the fundamental economic and social inequalities wit- 
nessed within advanced industrial societies. His theory of historical mate- 
rialism states that the source of human progress and historical change is 
not to be found in “legal relations” or “political forms,” but rather “in 
the material conditions of life” (cited in Howard and King 1985: 4). By 
this Marx means that the economic relations of human beings deter- 
mine all other relations in that society. Material survival rather than the 
development of rationality and spiritual thinking forms the fundamental 
basis of human endeavour in each historical epoch (Palumbo and Scott 
2005: 42). In challenging the individualist, liberal theorising of many 
of his contemporaries, Marx argued that industrial society had not cre- 
ated a radically new society of rational individuals endowed with free 
will, but instead introduced a new form of industrial slavery which in 
many ways replicated the medieval serfdom of feudal society. “Freedom” 
in industrial society is thus an illusion created by a more complex set 
of societal relations in which political and legal institutions—designated 
by Marx as part of the “superstructure” of capitalism—reproduced and 
reinforced these economic relations as appropriate and just. In explain- 
ing this contention, Marx (cited in Howard and King 1985: 5, emphasis 
added) argues, 


In the social production of their existence, men inevitably enter into defi- 
nite relations, which are independent of their will, namely relations of pro- 
duction appropriate to a given stage in the development of their material 
forces of production. The totality of these relations of production consti- 
tutes the economic structure of society, the real foundation, on which arises 
a legal and political superstructure and to which correspond definite forms 
of social consciousness. The mode of production of material life conditions the 
general process of social, political and intellectual life. It is not the conscious- 
ness of men that determines their existence, but their social existence that 
determines their consciousness. 
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For Marx, the mode of production in any given epoch consists of the 
forces of production (technologies, raw materials, and so on) and the rela- 
tions of production entailing “forms of social organized labour based on 
the laws of ownership” (Palumbo and Scott 2005: 44). The relations of 
production determine the status and social-class position of the popula- 
tion dependent on whether they are the owners—the ruling classes, or 
“bourgeoisie” —or the workers—the working classes, or “proletariat” —of 
the means of production (in this case, factories, offices, businesses, and 
so on). Unique to capitalist society, the means of production are privately 
owned, with the goal of the ruling classes to accumulate and maximise 
profit through a competitive and expanding market for commodities 
(Palumbo and Scott 2005: 45). Capitalist society is therefore marked 
by a fundamental disparity in the distribution of economic resources 
between the majority of the population—the working classes—who 
are only “free” to sell their labour to the bourgeoisie, and the small elite 
who own and control the economic base. It is a system of exploitation 
in which the workers generate “surplus value” for the ruling classes from 
their labour, are alienated from what they produce, and in turn are com- 
modified by this process (Palumbo and Scott 2005: 46). The workers are 
kept at subsistence wages, while the elite accumulate greater wealth— 
the rich will get richer, prophesied Marx, while the poor will get poorer. 
Though this has not precisely been the case as industrial capitalism has 
progressed, there is still plenty of evidence for the continuance of huge 
inequalities in income and wealth in western society, as well as increasing 
of gaps between the rich and the poor since the emergence of neoliberal- 
ism 35 years ago (see, e.g., Organisation for Economic Co-operation and 
Development 2015). 

On this basis, Marx conceptualises capitalist society as chaotic, anar- 
chic, and riddled with contradictions. Ultimately, it is a system defined 
by the permanent struggle between the proletariat and the bourgeoisie 
over the means of production—a conflict which the workers are destined 
to win through uprising and revolution, eventually creating a new social- 
ist or communist society defined by common ownership and an equal 
distribution of resources based on need (Crossley 2005: 291). It is “one 
of the contradictions of capitalism,” Brown (1974: 17) notes, “that as 
capitalism creates a working class that it then exploits, the development 
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of that class seals the fate of the capitalist system, for the working class 
will overthrow the bourgeois class.” Within capitalist society lies the seed 
of its own destruction. The conflict between the social classes will come 
to a conclusion when the working classes reach “class consciousness”— 
that is, a recognition of their true social and economic existence under 
capitalism. However, in the meantime, Marx argued that the exploitative 
conditions of capitalism led to the alienation of workers from their social 
environment. The natural sociability and communality of the people is 
displaced by the brutality of lived conditions under capitalism (Palumbo 
and Scott 2005: 47). Marx theorised that the workers had exchanged 
“relations between persons into relations between things,” a “commod- 
ity fetishism” in which objects instead of social relations embody worth 
and value (Palumbo and Scott 2005: 47). This was one form of “false 
consciousness” of the working classes, a process of exchanging awareness 
of the true nature of capitalism for the false values of commodities, a part 
of ruling class ideology. This ideology of capitalism is perpetuated by the 
superstructure and institutions of civil society such as the church, the 
state, the criminal justice system, the education system, the media, and 
the health system. 

The next section draws on the Marxist understandings of historical 
materialism to explore how these ideas can be applied to the field of 
medicine and psychiatry. My contention is that the priorities and prac- 
tices of the western health care system facilitate capitalist goals in two 
distinct ways: first, through direct and indirect profit accumulation, and 
second, through the social control of deviant populations and the ideo- 
logical reproduction of dominant norms and values of the ruling classes. 


Marxism, Medicine, and Mental Health 


Many years ago when the Channel Tunnel—connecting England and 
France—was being built (1986-1992), I got the chance to talk to a nurse 
working on the project on the English side. The project was big, dead- 
lines were tight, and the workers, she told me, were suffering terrible 
conditions in the tunnel (a total of ten workers died during the construc- 
tion (Smith 2015)). I wondered how complicated her job was as part of 
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the onsite health personnel for such a large project. Not very. “The men 
mostly come to me complaining of terrible headaches,” she explained, 
“my job is to give them two aspirin and get them back down the tunnel 
as quickly as possible.” 

Speaking of medicine under capitalism, Waitzkin (2000: 37) notes the 
fundamental contradiction between the perception of health as the ulti- 
mate “caring profession” and a society which establishes obstacles to the 
goal of alleviating “needless suffering and death,” for “[t]he social organi- 
zation of medicine also fosters patterns of oppression that are antithetical 
to medicine’s more humane purposes. These patterns within medicine 
mirror and reproduce oppressive features of the wider society as well.” 
Marxist scholars of medicine have theorised this replication of the wider 
class struggle within the health system in a number of ways. First, the 
priorities of the institution favour those of capitalism and the ruling class. 
For example, the modern system of health care emerged out of the need 
for a healthier and more reliable industrial workforce (Waitzkin 2000: 
48); concern for the health of the working classes has tended to peak 
when there are imperialist wars to be fought, while the majority of cur- 
rent medical research prioritises lifestyle and “me too” cosmetic treat- 
ments for the global market rather than research on life-saving treatments 
for cancer and infectious diseases (see, e.g., Rapaport 2015). Second, the 
exploitative work relations within capitalist societies are replicated within 
the rigid hierarchy of medicine, with high-waged, upper middle-class 
consultants holding a great amount of decision-making power at the 
top, the lower middle-class nursing managers administering consultants’ 
needs in the middle, and—holding no power whatsoever and subject to 
the whims of health managers—the low-earning working-class orderlies 
and auxiliary staff at the bottom of the pyramid. Navarro (1976: 446) 
also notes the tendency of the medical profession to maintain and rein- 
force these class relations through “both the distribution of skills and 
knowledge and the control of technology” within the health service. 
Third, the health system functions as an institution of social control. That 
is, it reinforces the dominant values and norms of capitalism through 
its surveillance and labelling practices. In the words of Freidson (1988: 
252), medicine acts as a “moral entrepreneur” to the extent that illness is 
viewed negatively and as something to be “eradicated or contained.” Even 
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cancer, he states, is a social valuation by the profession, a moral rather 
than an objective judgement of the body, even if it is one “on which 
most people happen to agree” (Freidson 1988: 252). Taking a Marxist 
approach to medicine includes recognising the policing function of the 
health professions to label and “medicalise” social deviance as illness, as 
well as reinforce the ideological prerogatives of capitalism as natural and 
common sense (for instance, through biomedical interventions focused 
on the individual rather than the wider social environment). 

The social control function within psy-professional work practices and 
knowledge claims is reasonably easy to identify and has been a major 
focus of critical scholars—Marxist and otherwise—since the 1960s (see, 
e.g., Conrad 1975; Goffman 1961; Rosenhan 1973; Scheff 1966). The 
moral judgements that mental health experts make of people’s behaviour 
under the claims of scientific neutrality and objectivity allow them to 
sanction forms of deviance which run contrary to the prevailing social 
order. For example, Szasz (cited in Freidson 1988: 249) stated in 1964 
that “agoraphobia is illness because one should not be afraid of open 
spaces. Homosexuality is an illness because heterosexuality is the social 
norm. Divorce is illness because it signals failure of marriage.” Specifically, 
Marxist contentions of the psy-professions as agents of social control focus 
on the ways in which these experts contribute to the alienation of people 
from their own creative abilities. These experts utilise their knowledge 
claims on human behaviour to depoliticise attempts at social transfor- 
mation at the group and community level, in turn acknowledging only 
individual solutions as possible. Consequently, states Parker (2007: 2), 
this “psychologisation of social life” performed by mental health workers 
“encourages people to think that the only possible change they could ever 
make would be in the way they dress and present themselves to others.” 

Ultimately, however, a Marxist critique of political economy needs to 
consider the ideological function in the context of the underlying eco- 
nomic prerogatives of capitalism. The social control of populations con- 
sidered as deviant and labelled as “mentally ill” by the psy-professions 
serves specific requirements of the market, whether this is through the 
profiteering from individual treatments, the expansion of professional 
services, or the reinforcement of work and family regimes in the name 
of appropriate treatment outcomes. In his critical work on the history of 
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psychiatry, Scull (1993: 10) argues that the emergence of the psychiatric 
profession can be explained as a result of the changes in the social organ- 
isation of deviance brought about by new market relations. He asserts 
that the rise of industrial society required a more complex response to 
social deviance; there was especially a need to adequately control such 
groups—who were no longer tied to the land, but instead “free” to sell 
their labour to the emerging bourgeois—and separate the non-able bod- 
ied (e.g., the sick, disabled, poor, alcoholic, vagrant, and elderly) from the 
“healthy” population. Thus, the growth of the asylums for “the mad” is 
understood as an economically efficient means by which groups of devi- 
ants could be physically separated from the rest of society and kept under 
close surveillance by new professional authorities (Scull 1993: 33). In 


Scull’s (1993: 29) words, 


the main driving force behind the rise of a segregative response to madness 
(and to other forms of deviance) can ... be asserted to lie in the effects of a 
mature capitalist market economy and the associated ever more thorough- 
going commercialization of existence. 


Therefore, it is ultimately the goals of capitalism which directs industrial 
society's response to social deviance and, in this way, brings about the 
formation of the medical attendants/mad doctors/alienists who would in 
time become the psychiatric profession. 

A Marxist approach to understanding the mental health system neces- 
sarily has to analyse professional organisation, discourse, and practice, 
at both the economic and ideological levels. As Brown (1974: 17-18, 
emphases original) remarks, a Marxist approach to the psy-professions 
helps us make sense of “the manifestation, on a huge, technological basis, 
of capitalist economic relations,’ so we can then “understand the role of 
psychology and psychiatry as mediating the economic-class structure and the 
personal emotional structure.” Psychiatry’s claims to “scientific practice,” 
remarks Scull (1993: 392-393), means it has “great potential value in 
legitimizing and depoliticizing efforts to regulate social life and to keep 
the recalcitrant and socially disruptive in line.” However, this medicali- 
sation of deviance by the mental health experts should not be treated 
as fundamentally distinct and separate from the economic base that 
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determines the specific form—as well as the groups—who are regulated 
under such regimes of power. As Parker (2014: 167) states of psycho- 
therapy, a Marxist analysis allows us to understand the profession within 
capitalism “as an apparatus that not only participates in the production of 
value but also ... [becomes] more important to the production, circula- 
tion and management, in both the State and civil society, of subjectivity.” 
In this manner, the following section will analyse a range of examples 
from the history of psychiatry, highlighting both their specific techniques 
for managing subjectivity as agents of social control and the production 
of economic value from their operations. 


Industrialisation and the Mad Doctors 


Official historians of psychiatry see Philippe Pinel’s unchaining of the mad 
in Paris in 1793 as a highly symbolic moment when the insane were, for 
the first time, recognised as human beings in need of therapeutic inter- 
vention rather than imprisonment and mistreatment (see, e.g., Lieberman 
2015: 35-36). It is the formal beginning of the psychiatric profession, 
a new group of medical experts whose vocation will be to care for and 
treat the mentally ill as opposed to punish them. Pinel’s traitement moral 
(known in the Anglo-American world as “moral treatment” or “moral 
therapy”) was hailed as a truly humanitarian approach to the manage- 
ment of the mad which reflected the rationalism of the new industrial 
world. Rather than forwarding an organic aetiology for madness, patient 
case studies suggested to Pinel that particular life events or trauma was at 
the root of their disturbed behaviour. It was felt that “moral” means could 
correct the actions of the insane through a more understanding response 
involving listening to patient complaints, reasoning with them, and show- 
ing kindness (Porter 2002: 104). Pinel’s philosophy placed an emphasis on 
the humane care of the insane with the goal of returning them to “rational- 
ity” and good health through respectful, therapeutic discourse. His own 
commentaries on moral treatment, however, cautioned that “successful 
treatment depended on the employment of psychological terror and fear 
to gain the compliance of the insane” (Kirk et al. 2013: 45). This impor- 
tance placed on threats, compliance, and the reform of character found 
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at the very birth of psychiatric practice is something that we continue to 
see in the “therapeutic” setting today. Fundamental here is the emergence 
of new understandings of madness which closely align with the changing 
forces of production and the management of social deviance. Psychiatry’s 
success is dependent on the profession’s usefulness in serving the industrial 
order, including the demands of the bourgeoisie for a highly regulated 
and compliant workforce. It is more than coincidence that the profession 
remains—without any trace of irony—insistent on aligning their earliest 
developments with the appropriately named system of “moral treatment.” 

Following Pinel, William Tuke and his fellow Quakers implemented 
the principles of moral treatment at their York Retreat in England. At 
this rural residence patients were to be treated humanely and with dig- 
nity; a minimum of physical restraint was utilised, instead the custodians 
encouraged various forms of behavioural adjustment. However, transgres- 
sions from acceptable standards of “normal” and proper conduct would 
not be tolerated. Rather than be idle, patients were expected to take up 
work and hobbies, adhere to good manners at all times, to dress appropri- 
ately, and be considerate in social interactions with staff, other patients, 
and visitors to the Retreat (Foucault 1988a: 241—278). With a ratio of 
one staff member to every three patients, Tuke claimed a 70 per cent 
recovery rate among patients at the establishment (Whitaker 2010b: 24). 

Contemporary commentators continue to see moral treatment and the 
practices at the York Retreat as examples of what good mental health care 
should be (see, e.g., Borthwick et al. 2001). Its underlying philosophy, 
however, reflected wider puritanical responses of Victorian society to the 
socially deviant. A reform of character under industrial capitalism was 
not only desirable but also necessary; by force of will, the irrational citi- 
zen would now be made rational again. As Foucault (1988a: 241-278) 
has discussed, moral treatment was a shift in the management of those 
labelled as “mad” in as much as the new disciplinary apparatus enforced 
a closer surveillance of personal conduct, so as to instil obedience to 
authority in a new set of societal relations. Kirk et al. (2013: 45) have 
noted of the Retreat that it was still an institution that confined people 
against their will and utilised a system of rewards and punishments to 
enforce “psychological and physical conformity.” Making progress in this 
system of moral treatment, state Kirk et al. (2013: 45), 
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required obedience and proper behavior by the patients. Failure to follow 
the rules dramatically undermined the patient’s social status, institutional 
privileges, and personal wellbeing by the forced transfer to more remote 
and less respectable and comfortable wards. Total control by the alienists/ 
moral managers over the physical and social environment of the inmates 
was the mechanism that imposed discipline. 


This moral management of social deviance was appropriated and repli- 
cated by the medical attendants/mad doctors in the larger asylum system 
over the course of the nineteenth century. Mass incarceration in such 
facilities effectively facilitated, “sweeping from the streets the poor, the 
indigent, the mad and the homeless, [and] unsightly beggars” (Breggin 
1993: 145), yet at the same time offered a philosophy of care and treat- 
ment which emphasised humanitarianism and the potential for recovery. 
Effectively, the mad doctors succeeded in gaining jurisdiction over the 
mentally ill through a convincing medical rhetoric on mental disease, 
even though, as Abbott (cited in Kirk et al. 2013: 9) notes, “[o]f its treat- 
ments, only incarceration had any effect, and that made the psychiatrists 
little different from the jailers they had replaced, despite their reference 
to the medical model of science, treatment and cure.” 

‘The custodians of the emerging asylum system offered a more sophisti- 
cated form of social control consistent with the complexities of the indus- 
trial order. It is interesting in this respect that the early proponents of moral 
treatment were religious orders from whom the mad doctors/alienists appro- 
priated their methods—a move from religion to psychiatry as the moral 
authority for the scientific age. As Abbott (1988: 298) further comments, 
the early success of the profession is based on its promise to adjust individu- 
als to the new social order. “From its first interest in prevention and indeed 
from the moral therapy era,” he writes (Abbott 1988: 298, emphasis added), 


psychiatry had been fascinated by the relation of the individual to society. 
The psychiatric concept of prevention attributed nervous and mental 
disease to failure of adjustment between individual and society, and 
assumed successful adjustment would prevent disease. Adjustment underlay 
every application of psychiatry to social control; young people must be adjusted 
to the orderly world, soldiers must be adjusted to trench warfare, workers must 
be adjusted to factories. 
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Foucault (1988b: 180) reiterates Abbott’s point when he states that “[f] 
rom the outset, psychiatry has had as its project to be a function of social 
order.” The mad doctors’ control of jurisdiction over those labelled as 
“insane” was only possible through constructing a medical narrative 
which reflected and responded to the social and economic concerns of 
the ruling elites. This is further stressed by Foucault (1988b: 180-181, 
emphasis original) when he puts himself in the shoes of the alienist/psy- 
chiatric profession as they emerge in the nineteenth century; 


everywhere society is meeting a mass of problems, in the street, at work, in the 
family, etc. — and we psychiatrists are the functionaries of social order. It is up 
to us to make good these disorders. We have a function in public hygiene. That 
is the true vocation of psychiatry. And that is its true context, its destiny. 


A useful example of psychiatry’s expanding moral role with industrial 
society can be seen in Fig. 2.1 which shows an original record of incar- 
ceration for the Trans-Allegheny Lunatic Asylum (in the city of Weston, 
West Virginia), from when it opened in 1864 until 1889. Reasons for 
admission include “bad whiskey,” “desertion by husband,” “immoral 
life,” “laziness,” “novel reading,” “politics,” and “uterine derangement’. 
In the name of “public hygiene,” behaviour considered as deviant or 
threatening to the industrial elites was pathologised by the mad doctors. 
This included what Szasz (2000: 35) refers to as one of “the most com- 
monly diagnosed and most enthusiastically treated mental disease[s] in 
the history of medicine,” namely masturbatory insanity. As the label sug- 
gests, the profession theorised that masturbation was not only an unhy- 
gienic and deviant behaviour but one which led to insanity and even 
suicide (Szasz 2000: 36). Still being offered for the “sufferer” as late as the 
1930s, treatment options included “restraining devices and mechanical 
appliances, circumcision, cautery of the genitals, clitoridectomy, and cas- 
tration” (Szasz 2000: 36). Widely recognised as the founder of British 
psychiatry, Henry Maudsley was particularly vocal in his disdain for those 
engaging in such behaviour; “[t]he sooner [the masturbator] sinks to his 
degraded rest,” opined Maudsley (cited in Szasz 2000: 36), “the better for 
the world which is well rid of him.” This example allows us to identify 
specific economic and ideological concerns of the ruling classes embedded 
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Fig. 2.1 Reasons for Admission to the Trans-Allegheny Lunatic Asylum, 
1864-1889 


in the construction of the mental illness. As Szasz (2000: 35) has noted, 
masturbation was useful to psychiatric expansionism insofar as the “dis- 
order” could be potentially applied to the entire population. Children 
and adults, males and females could all be caught in the masturbatory 
insanity net; the classification was a clear case of the mad doctors medi- 
calising deviant behaviour. It was also a good example of the expansion of 
psychiatric jurisdiction through the medicalisation of sex and sexualities. 
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Further, it is possible to discern here more specific needs to reinforce 
the family unit as well as productivity within the labour force. As White 
(2009: 20-21) has outlined, the claimed physical manifestations of mas- 
turbatory insanity (including baldness, stammering, blindness, and skin 
disease) were used as “a means of social control over the activities of men” 
(White 2009: 21). Sexual activity was to be confined to reproduction; 
masturbation was associated with an idleness that would not be toler- 
ated in industrial society. Additionally, the burgeoning of ideas on eugen- 
ics—avidly taken up by psychiatry (Chap. 7)—suggested that the alleged 
greater susceptibility of the working classes to insanity was the result of 
an evolutionary trend which would continue unless abated by compul- 
sory sterilisation of the “mad.” Castration for masturbatory insanity was 
therefore theorised as “hygienic” in halting the reproduction of “infe- 
rior stock.” For example, the well-known Pennsylvanian gynaecologist, 
William Goodell, was of the opinion in 1882 that “sound policy” in the 
future would be “to stamp out insanity by castrating all the insane men 
and spaying all the insane women,” a view shared by the editor of the 
Texas Medical Journal who also believed that the “treatment” would have 
the additional benefit of stopping insane men from masturbating (cited 
in Whitaker 2010b: 57—58). 

Women who deviated from their primary roles as wives, mothers, and 
homemakers were a particular target for the masturbatory insanity label. 
In the second half of the nineteenth century, the profession began special- 
ising in female “mental illnesses” such as hysteria and nymphomania. The 
prerogatives of industrial capitalism dictated that a woman's place was in 
the home, and psychiatry reinforced these patriarchal norms through the 
social control of women who deviated from the prescribed gender role 
(Chap. 5). Isaac Baker Brown of the Obstetrical Society of London, for 
example, was a firm believer that female madness was primary caused 
by masturbation, suggesting that symptoms could be detected in those 
women who desired work and were indifferent to their domestic obliga- 
tions (Showalter 1980: 176-177). From 1859, he performed clitoridec- 
tomies on women and girls (as young as ten years old) for a variety of 
deviations including a 20-year old who disobeyed her mother and was 
a serious reader, a woman who was “forward and open” with men and 
had never had an offer of marriage, and a unmarried dressmaker with 
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digestive problems (Showalter 1980: 177). Brown’s surgical mutilations 
were particularly recommended for uncooperative wives, with Showalter 
(1980: 177) noting that he “urged clitoridectomy for women seeking 
divorce and believed that the operation would make them more con- 
tented, and certainly more manageable, wives.” It is recorded that this 
specific surgical intervention did not vanish from asylums until the 1950s 
(Whitaker 2010b: 79). 

In another ironic twist in the history of mental illness, at the same 
time as psychiatry was utilising radical interventions to stop disobedi- 
ent women from masturbating and gaining sexual pleasure outside of 
the confines of heterosexual marriage, there were colleagues in private 
practice who—in the name of psychiatric treatment and advances in 
medicine—were masturbating their “frigid” and matrimonially unsatis- 
fied “hysterical” patients to orgasm. As Maines (1999) has outlined, the 
“treatment” of middle-class women labelled as “hysterical” was highly 
profitable for the profession and one which was assisted at the end of the 
nineteenth century by the introduction of a new “medical aid” and future 
sex toy, the vibrator. Though seemingly contradictory, both practices can 
be understood as part of the various attempts by psychiatry to patholo- 
gise and control the female body through preserving the status quo of 
family, marriage, and the industrial division of labour (Chap. 6). 


Biological Theory and Physical Treatments 


As with prisons and workhouses, institutions for those labelled as “men- 
tally ill” expanded considerably over the course of the nineteenth cen- 
tury in the United Kingdom and the United States. Private clinics and 
practices for middle-class clients grew and diversified as the century 
progressed, while large publically funded asylums were built and filled 
with the working classes. In 1850, there were only 7140 people (4.03 per 
10,000 of population) in public asylums in the UK, yet by 1954 there 
were 148,000 (33.45 per 10,000 of population) (Scull 1984: 67). Similar 
increases were witnessed in the United States, with over 550,000 people 
incarcerated in psychiatric institutions by 1955 (Lieberman 2015: 154). 
In the mid-nineteenth century, the poor for the first time outnumbered 
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the rich as psychiatric patients (Burstow 2015: 38). Private practice indi- 
vidualised social problems of industrial society as various forms of “neu- 
roses’ —especially useful in reinforcing the restricted roles of middle-class 
women. In contrast, the asylum system utilised various physical “treat- 
ments” on groups considered as deviant, problematic, or “unfit” to be let 
loose in wider society. As Scull (1989: 243) notes, with the introduction 
of state provision, lower-class families were particularly prone to com- 
mitting troublesome and decrepit family members to the asylum due to 
the lack of “resources for coping with the dependant and economically 
unproductive.” Thus, as industrial society progressed in the nineteenth 
century, so business and prestige for the emerging mental health profes- 
sion flourished. 

However, then as now, there remained problems for the alienists/psy- 
chiatrists in constructing a valid knowledge base with which to legiti- 
mate and justify such expansion to other branches of medicine (as well 
as the general public). Another major paradox from the history of psy- 
chiatry, highlighted by Scull (1989: 239-249), is that as the numbers 
of the “insane”’—measured by the rates of psychiatric incarceration— 
increased throughout the nineteenth and into the twentieth century, 
“curability” rates—measured by the numbers discharged from such facili- 
tates—declined. Between the 1870s and the 1920s, the “recovery” rate 
in England dropped from 40 to 31 per cent (Shorter 1997: 191). Many 
inmates were incarcerated in such facilities for the entirety of their lives, 
with Scull (1989) acknowledging that, by the 1950s, the average stay in a 
US state psychiatric hospital was over 20 years. During the hundred years 
of growth in the business of private and public psychiatry between 1850 
and 1950, colleagues in other branches of medicine had made consider- 
able advances in their knowledge base. In comparison, the mental health 
experts had made no noticeable progress. This was in spite of psychiatry 
developing a wide range of biomedical, physically based treatments for 
mental disorder, some of which will now be discussed. 

From the end of the eighteenth century, western medicine made spe- 
cific advances in their activities due to the appropriation of the language 
and techniques of scientific enquiry. Impressionistic theories of disease 
that had been based on the idea of “humoral balance” (Scull 2015: 28) 


were no longer acceptable in a society built on rationalism and science. 
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This was encapsulated in Rudolf Virchow’s development of the medi- 
cal “gold standard” for discovering and accurately classifying disease. As 
Burstow (2015: 36, emphasis original) outlines, 


According to this new understanding, pain or discomfort per se no longer 
sufficed for something to qualify as a disease. Real /esion, real cellular pathol- 
ogy observable directly or by tests was to be the standard. While disease 
might be hypothesized and temporarily entertained in the absence of 
pathology, to be clear, it was discoveries of pathology alone which con- 
firmed them. 


Attempts by the alienist/psychiatric professionals to similarly legitimise 
their ideas and practices following Virchow’s gold standard of medi- 
cine are encapsulated in the observational and classificatory work of the 
German psychiatrist Emil Kraepelin—considered as the “father of mod- 
ern psychiatry” (Cohen 2014a: 440)—in the latter half of the nineteenth 
century. Kraepelin’s close observations and recording of life histories of 
over a thousand incarcerated asylum patients led him to theorise that 
mental disease was caused by discrete, physical entities that incapacitated 
the normal working of the brain. He developed successive editions of 
the Textbook of Psychiatry (Lehrbuch der Psychiatrie) which outlined his 
findings and delineated different varieties of mental disorder, including 
his original descriptions of praecox (later relabelled as schizophrenia) and 
manic-depression (Cohen 2014a: 440-441). Thus, Kraepelin’s work was 
a successful attempt to promote the idea of a “scientific psychiatry’—that 
is, a branch of medicine which followed the scientific method and bio- 
logical theory of their colleagues in other sub-disciplines. As a result of 
his work, mental disease was firmly established as a disease of the brain, 
and various treatments aimed at this human organ were progressed under 
a scientific ethos of hypothesis testing, experimentation, and evaluation. 
Only one omission from Virchow’s gold standard continued to haunt the 
psychiatric profession, and that was the absence of the discovery of any 
definite physical pathology. Theories could be entertained, according to 
Virchow, but not confirmed without real evidence of mental disease. As 
with those who followed him, Burstow (2015: 43) notes that Kraepelin’s 
ideas on mental pathology hung on assumptions—rather than definite 
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proof—of linkage “between symptoms, etiology, and prognosis.” This 
did not, however, stop psychiatry experimenting on the bodies of those 
incarcerated in the hope of, retrospectively, proving aetiology. 

The physician Benjamin Rush (a signatory to the US Declaration of 
Independence) was an early believer in the physical aetiology of men- 
tal illness. In the 1890s, the man who would become known as “the 
father of American psychiatry” (his face still appears on the APA emblem) 
announced his latest cure for madness, the “tranquilizer chair.” Whitaker 
(2010b: 16) explains the workings of this invention, 


Once strapped into the chair, lunatics could not move at all—their arms 
were bound, their wrists immobilized, their feet clamped together—and 
their sight was blocked by a wooden contraption confining the head. A 
bucket was placed beneath the seat for defecation, as patients would be 
restrained for long periods at a time. 


Rush was a man of science, he believed that insanity was caused by the 
irregular flow of blood vessels in the brain. Thus, he argued that the tran- 
quilizer chair calmed and steadied the blood supply of the insane. The 
device “binds and confines every part of the body,” stated Rush (cited in 
Whitaker 2010b: 16), 


By keeping the trunk erect, it lessens the impetus of blood toward the brain 
... [the tranquilizer chair’s] effects have been truly delightful to me. It acts 
as a sedative to the tongue and temper as well as to the blood vessels. 


Along with the bloodletting, cold baths and spinning devices that were 
then popular in “calming” and “curing” the mad (see Whitaker 2010b: 
1—38), Rush’s new invention was popular back in the asylums of Europe 
where the attendants were particularly impressed at how the tranquil- 
izer chair could make the most stubborn of inmates “gentle and sub- 
missive” following only one or two days of chair therapy (Whitaker 
2010b: 16). These early examples of torture disguised as “treatment” by 
psychiatry developed further in the early part of the twentieth century 
as they appropriated physically invasive techniques from other branches 
of medicine. 
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As the “curability” rates continued to drop and scientific psychiatry 
faced mounting challenges from Freud’s “dynamic psychiatry’—which 
appeared to offer more potential for positive mental health outcomes (see 
Shorter 1997: 145—189)—the desire of the public mental health system 
for credibility intensified in the first few decades of the twentieth century. 
At this time, public psychiatry adopted the veneer of general medicine by 
strategic name changing (“asylums” became “hospitals,” “alienists” became 
“psychiatrists”, and so on) as well as appropriating physical apparatus (e.g., 
ambulances and morgues) and interventions (such as drugs and surgery) 
from other parts of medicine. As Whitaker (2010b: 73—74) has noted, the 
new psychiatric treatments were different from previous alienist interven- 
tions in that they actually “worked”—through permanently damaging the 
brain. Indeed, Walter Freeman who popularized the transorbital lobot- 
omy in the United States advocated for the procedure as a part of what he 
called “brain-damaging therapeutics” (Burstow 2015: 52). 

Before thorazine appeared on the market in the 1950s (see discus- 
sion below), biomedical psychiatry experimented on the socially deviant 
with a variety of dangerous drug “treatments.” These included various 
poisons such as camphor and metrazol, as well as insulin administered at 
very high dosages to invoke seizures and comas in the patient (Whitaker 
2010b: 91-96). Purposely taking the patient “to the doors of death” (as 
one physician put it (Whitaker 2010b: 91)), such treatments were con- 
sidered a success and carried out widely in the psychiatric institutions 
of the 1930s and 1940s. The hospital staff observed that the inmates 
became quieter and more obedient following such “treatment,” while the 
patients themselves lived in palpable terror of further interventions of 
this nature (Whitaker 2010b: 91). The “treatments” remained danger- 
ous, causing not only brain damage for many but also occasionally death. 
Meanwhile, some psychiatrists remained concerned that these interven- 
tions were less than permanent and did not signify a long-term cure for 
chronic mental illness. 

Two forms of “physical therapy” on the brain that tended to produce 
more permanent effects (we might say damage) were ECT (more com- 
monly known as “electroshock treatment”) and lobotomy. Along with 
drug treatments, both of these interventions in modified forms are still 
in use today. Crucial here in understanding the perceived “effectiveness” 
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of these treatments—despite a lack of any evidence for the biological 
aetiology of mental disease—is to highlight the ways in which they suc- 
cessfully adjusted the behaviour of the socially deviant in a way which 
allowed for discharge back to the family and even a return to work. The 
treatments are not an advance in psychiatric medicine, but nevertheless 
useful in modifying inappropriate behaviour in a more permanent man- 
ner, in turn aiding capitalist prerogatives for productivity in the family 
and the labour force. Both “treatments” would eventually take a back seat 
to “antipsychotic” drugs, which some scholars argue perform essentially 
the same task as ECT and psychosurgery in damaging the brain, yet do 
so in a cheaper and seemingly more effective manner (see, e.g., Breggin 
1991; Breggin and Cohen 1999; Moncrieff 2009; Whitaker 2010a). 

To understand these physical interventions as forms of social control 
of deviant groups, it is useful to consider those who were first forced to 
have the treatments, and the groups who have been subsequently priori- 
tised for them. ECT was first performed in 1938 on an Italian homeless 
man rounded up by the police in Rome. The inspiration for placing elec- 
trodes on the forehead of psychiatric inmates and giving them electric 
shocks was Italian psychiatrist Ugo Cerletti’s visit to a local slaughter- 
house where he observed pigs being stunned with electric jolts, making 
them more manageable for butchers to kill. After being shocked with 110 
volts through the brain, Cerletti’s first human guinea pig experienced a 
seizure and subsequently pleaded with the psychiatrist not to inflict the 
“treatment” on him again (by this point the vagrant was under the—not 
too surprising—impression that the psychiatrist was going to kill him); 
Cerletti announced ECT a triumph (Whitaker 2010b: 96-98). Then 
as now, the procedure produces a convulsion or grand mal seizure (van 
Daalen-Smith et al. 2014: 206) which appears to “calm” the patient and 
inhibit the behaviour conceptualised by mental health workers as vari- 
ous forms of “psychoses” or “autism.” The psychiatric profession remains 
baffled as to how ECT works on the body, yet a recent review of the 
available evidence stated that the only known effects are permanent brain 
dysfunction and a higher risk of death (Read and Bentall 2010). 

As with the drug treatments that preceded it, ECT has been a none- 
too-subtle method of psychiatric torture which demands conformity from 
psychiatric inmates, either by threat or as a result of the intervention itself; 
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as Burstow (2015: 55) reminds us, the Nazi doctors were early adopters 
of ECT for use on concentration camp inmates. From the earliest experi- 
mentations with ECT, it appears that psychiatry was quite aware that 
electroshock resulted in brain trauma, generally feeling that this was no 
bad thing. ECT-inflicted patients were observed as experiencing amnesia, 
being disorientated, lethargic, and apathetic; some noted that their whole 
intellect was lowered by the “treatment” (Whitaker 2010b: 98). This was 
all seen as helpful for the patient, for as one physician (cited in Whitaker 
2010b: 99) noted, “the greater the damage [to the brain], the more likely 
the remission of psychotic symptoms.” 

It was the perceived intellect of the inmate population that particularly 
marked them out for ECT. Noted pioneer, Dr Abraham Myerson (cited 
in Burstow 2015: 55), bluntly stated of candidates for ECT that 


[t]hese people have ... more intelligence than they can handle, and the 
reduction of intelligence is an important factor in the curative process. I say 
this without cynicism. The fact is that some of the very best cures that one 
gets are in those individuals whom one reduces almost to amentia 
[simple-mindedness]. 


ECT has experienced a recent resurgence, with psychiatrists now keen 
to target deviant young people labelled as “depressed” or “autistic” for 
shock treatment if they “fail to respond” to drug interventions (Breggin 
and Breggin 1998: 195; see also Tomazin 2015; van Daalen-Smith et al. 
2014). Leonard Roy Frank (cited in Mills 2014: 93), a survivor of ECT, 
rhetorically asks, “[w]hy is it that 10 volts of electricity applied to a politi- 
cal prisoner’s private parts [genitalia] is seen as torture while 10 or 15 
times that amount applied to the brain is called ‘treatment’?” Because, I 
would argue, the threat of ECT is effective in policing those who fail to 
perform their family, school, work, or consumer roles in western society. 
Yet, even for some of those in the profession, the treatment remained 
imprecise as a biomedical intervention and it soon appeared that ECT 
would be superseded by Egas Moniz’s Nobel Prize-winning “miracle 
cure” of the lobotomy (Whitaker 2010b: 107—108). 

Inspired by observations of World War I veterans who had suffered 
prefrontal brain damage, neurosurgeons suggested that operating on the 
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brains of those labelled as mentally ill could dull the emotions and reduce 
the intellectual capacity in a more permanent and specific way than ECT 
had been able to. Egas Moniz theorised that pathological thoughts were 
“fixed” in the “celluloconnective systems” in the prefrontal lobes of the 
brain, thus the “cure” for mental disorder was to “destroy” these connec- 
tions through psychosurgical interventions (Whitaker 2010b: 107—108). 
Like the majority of subsequent lobotomies, Moniz’s first procedure was 
carried out on a woman (in this case, a former prostitute). As Whitaker 
(2010b: 113) describes the operation, Moniz “drilled holes into her 
skull, used a syringe to squirt absolute alcohol onto the exposed white 
fibers, which killed tissue through dehydration, and then sewed her back 
up.” The woman was subsequently returned to the asylum, where the 
psychiatrists reported that she remained in a calm state. Following this 
“successful” operation, further prefrontal operations on the incarcerated 
population were performed, and by 1936, Moniz was advertising his 
drilling procedure as demonstrating marked improvements in all of the 
operated patients (including the observation that post-operative manic- 
depressives had become “less emotional”) (Whitaker 2010b: 114). 
During the 1940s and 1950s, Moniz’s psychosurgery was made popu- 
lar in America through the refinements made by Walter Freeman and 
his neurosurgeon assistant James Watts. Their first patient was again 
female—a 63-year-old woman who Freeman felt dominated her husband 
and who he described as a “master of bitching” (cited in Whitaker 2010b: 
115). Freeman and Watts were pleased with the results of the operation, 
writing in the Southern Medical Journal that the woman was now able to 
carry out household chores and appeared to her husband, “more normal 
than she had ever been” (cited in Whitaker 2010b: 116). By the end of 
1936, the physicians had operated on a further 16 women and 3 men 
(Whitaker 2010b: 116). Post-operative evaluations of patient behaviour 
were almost exclusively carried out by staff at the psychiatric facilities 
where the procedures had been performed, focusing on the social norms 
of “appearance, work, and activity levels” (Getz 2009: 145). Not surpris- 
ingly, the results were considered overwhelming positive. Freeman (cited 
in Getz 2009: 145) himself was especially proud that, as with ECT, intel- 
lect and creative functioning was permanently curtailed by the surgical 
procedure, declaring that “[nJone of our patients has written a book, 
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designed a house, composed a piece of music or invented a salable gad- 
get.” The particular targets for lobotomy were the black community as 
well as uncooperative women. This issue is highlighted in Freeman’s own 
recollections (cited in Burstow 2015: 53-54) of lobotomising a black 
woman who had been confined in a padded cell at the psychiatric hospi- 
tal for some years: “when it came time to transfer her ... for operation,” 
he recalls, 


five attendants had to restrain her while the nurse gave her the hypodermic 
[injection]. The operation was successful in that there were no further out- 
breaks ... From that day after ... (and we demonstrated this repeatedly to 
the ward personnel), we could grab [the patient] by the throat, twist her 
arm, tickle her in the ribs and slap her behind without eliciting anything 
more than a wide grin and hoarse chuckle. 


As with all of psychiatry’s physical interventions, the lobotomy “worked” 
for capitalism in as far as they pacified troublesome groups for good. 
The left-wing filmmaker and actor Frances Farmer was but one of many 
political victims of Freeman’s psychosurgery. As Ussher (2011: 71; see 
also Getz 2009: 146) has recounted, Farmer was originally committed 
to Washington State Hospital by her mother in 1944 for “drinking, 
smoking, swearing and having sex with men,” she was eventually lobot- 
omised and returned home in 1950. The same fate was visited on John 
F. Kennedy’s older sister, Rosemary Kennedy, by her father in 1941, fol- 
lowing his concerns for her aggressive behaviour and the fear that she 
might become pregnant (Getz: 2009: 146; see also Burstow 2015: 54). 
Whitaker (2010b: 123) notes that the majority of lobotomised patients 
were able to leave the hospital, leading to the phrase “lobotomy gets ‘em 
home” becoming popular in the media as news of the “miracle cure” 
spread. The surgery was increasingly argued to be useful for not only 
psychotic conditions such as schizophrenia and manic-depression but an 
ever-widening variety of mental disorders (including anxiety and depres- 
sion) as well as for dealing with “criminals, psychopaths, and sexual per- 
verts” (Valenstein 1980: 96). The operation was even recommended to 
American housewives who were finding the tedium of homemaking and 
childrearing too boring to cope with. As late as 1980, Valenstein (1980: 
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90) was suggesting that such women remained appropriate cases for psy- 
chosurgery. He states of one typical case for the procedure: 


Household chores such as washing-up or polishing a table were completely 
impossible for her, as they took so long and caused her such distress. Her 
husband and mother were, therefore, forced into running her home and, 
on medical advice, her two children were at boarding school. 


ECT, antidepressants, and psychotherapy all had a limited effect on this 
woman's behaviour—each time she “relapsed” after a few weeks—and 
Valenstein (1980: 90-91) suggested that in such “hard to reach” cases, 
psychosurgery would still make sense as a part of modern psychiatric 
treatment. Here we see the continuation of physical therapies as forms 
of social control; the appropriate gender role for women as mothers and 
wives being reinforced through the “scientific” psychiatric discourse and 
“treatment” technologies of the mental health system (Chap. 6). 
Freeman eventually became frustrated with the amount of time the 
Moniz-designed brain-drilling operations took and his reliance on an 
assistant to anesthetise the patient. Instead he devised a simpler, cheaper 
and less time-consuming operation which he boasted could be done in 
20 minutes (Whitaker 2010b: 133). The procedure required no anaes- 
thetic—instead he used three successive shocks of ECT to pacify the 
patient—and could be administered by any psychiatrist after only a few 
hours of training. Freeman’s infamous “transorbital lobotomy” 


tion has been described by Whitaker (2010b: 133) as follows: 


innova- 


Freeman attacked the frontal lobes through the eye sockets. He would use 
an ice pick to poke a hole in the bony orbit above each eye and then insert 
it seven centimeters deep into the brain. At that point, he would move 
behind the patient’s head and pull up on the ice pick to destroy the frontal- 
lobe nerve fibers. 


Freeman (cited in Whitaker 2010b: 133) even felt it unnecessary to ster- 
ilise the ice pick and thereby “waste time with that ‘germ crap.” 
Consequently, Burstow (2015: 53) notes that Freeman’s innovation 
further increased medical interest in the procedure, due to its ability to 
maximise “doctor’s profits, [reduce] hospital expenses, and dramatically 
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[increase] the number ‘served.’”” Thanks to the claims of high “curability” 
attributed to the transorbital lobotomy by the media and medical jour- 
nals at the time, over 20,000 social deviants in America alone were lobot- 
omised in the 1950s (Whitaker 2010b: 132). Research articles followed 
the lobotomists’ claims in suggesting that the procedure was a painless, 
minor, low-risk operation which brought about significant improvement 
in the patient’s behaviour. Over time, however, it became clear that what 
this implied was that the lobotomy made the inmate more manageable for 
hospital staff. As Burstow (2015: 52) comments on the subjective judge- 
ments made of the lobotomised victim, “behaviour presenting less prob- 
lems for staff [qualified] as ‘improvement.’ Indeed, people who could once 
write poetry and now could do little but giggle were being declared bet- 
ter.” Whitaker (2010b: 131) agrees, stating that “any change in behavior 
[of the lobotomised inmate] that resulted in the patients’ becoming more 
manageable (or less of a bother), could be judged as an improvement.” 
It is unsurprising then that, as Getz (2009: 145) remarks, under such 
conditions the procedure was increasingly used as a form of punishment 
by psychiatric staff for unruly behaviour or for those who had not been 
appropriately pacified by doses of ECT. In fact, Freeman was personally 
convinced that the more the patient resisted his ice-pick therapy, the more 
necessary it was that they should receive it (Whitaker 2010b: 133). 
Similar to the current expansion of drug treatments for ever-younger 
groups of deviant, Freeman’s evangelical zeal for the lobotomy led him to 
operate on 11 young people in the 1950s, including one just four years 
old (Whitaker 2010b: 135). Explaining his rational for lobotomising 
children, he admitted it was simply an easier and more efficient method 
of behaviour modification. “It is easier,” Freeman (cited in Whitaker 
2010b: 136) argued, “to smash the world of fantasy, to cut down upon 
the emotional interest that the child pays to his inner experiences, than 
it is to redirect his behavior into socially acceptable channels.” It was by 
this point a typical statement of psychiatric arrogance that subsequently 
left 2 of the 11 lobotomised young people dead (Whitaker 2010b: 136). 
Eventually, Freeman—a psychiatrist with no formal surgical training or 
qualifications—had killed too many patients for the medical establish- 
ment to accept and was banned from performing any further lobotomies 
in the late 1960s. It is estimated that over 40,000 psychiatric patients 
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were victims of psychosurgery while it was fashionable in mid-twentieth- 
century America (Getz 2009: 147). Subsequently, the “curability” claims 
made by psychiatry were, once again, found to be groundless. An exam- 
ple is offered by Whitaker (2010b: 135) in describing the reasons for the 
popularity of the procedure at the Stockton State Hospital in California; 
the lobotomy could turn “resistive, destructive” inmates into “passive” 
ones (Braslow, cited in Whitaker 2010b: 135). While a useful method of 
social control, it was no miracle cure for mental illness; it is estimated that 
12 per cent of those lobotomised at the hospital died from the procedure 
(usually through bleeding in the brain), many more were left severely 
and permanently disabled, and only 23 per cent ever left the hospital 
(Whitaker 2010b: 135). 

As with ECT, the brutality of the lobotomy has not stopped subse- 
quent attempts by the profession to make it popular again. In the politi- 
cal turmoil of the 1970s, psychiatrists suggested that black people should 
be targeted for psychosurgery (Burstow 2015: 54), while practitioners in 
the 1980s considered that the intervention might be of benefit for those 
suffering from anorexia nervosa, ADHD, and autism (Getz 2009: 148). 
The latest version of psychosurgery is called “neuromodulation” or “deep 
brain stimulation,” and is recommended for those labelled with depres- 
sion or obsessive-compulsive disorder (Getz 2009: 147). 

While the physical treatments outlined above attempted to offer psy- 
chiatry a veneer of biomedical progress to legitimate their activities, they 
can be more accurately understood as instruments of torture and oppres- 
sion to more efficiently control those considered as problematic and 
troublesome to capitalist society. Yet Whitaker (2010b: 127—130) also 
notes that there were important economic motives for the state and the 
psychiatric profession to continue experimenting on inmates in search of 
a more efficient way of managing deviant populations. This included the 
need for a cheaper form of “care” that could be performed outside the 
hospital system—an intervention which would address the mounting fis- 
cal crisis caused by the continued funding of large psychiatric hospitals. 
Mythologised as yet another miracle cure for those labelled as “mentally 
ill,” this would eventuate in the popular promotion of drugs (or “psycho- 
pharmaceuticals”) within the mental health system, which will be dis- 
cussed in the next section. 


2 Marxist Theory and Mental Illness: A Critique of Political... 53 


The Drugs “Revolution” 


Through the maximisation of profits for pharmaceutical corporations, 
the contemporary popularity for prescribing drugs is perhaps the most 
obvious and salient example of psychiatry serving the economic base of 
capitalism. However, this phenomenon can also be understood as the 
profession performing its ideological role as a part of the superstructure 
of capitalism, through the continued individualisation of political dis- 
content and management of the population through chemical agents. 
The past few decades have witnessed a substantial increase in the con- 
sumption of psychiatric drugs across western society. For example, in 
America, the number of children medicated with ADHD-related drugs 
(chiefly Ritalin) grew from 150,000 at the end of the 1970s to 3.5 mil- 
lion in 2012 (Whitaker and Cosgrove 2015: 91-92). Similarly in the 
UK, Moncrieff (2009: 3) notes that the prescriptions for antidepressants 
increased “by 243 % in the ten years up to 2002.” The explosion in prof- 
its for pharmaceutical companies over this period has been summated by 
Whitaker (2010a: 320-321): 


In 1985, outpatient sales of antidepressants and antipsychotics in the 
United States amounted to $503 million. Twenty-three years later, U.S. 
sales of antidepressants and antipsychotics reached $24.2 billion, nearly a 
fiftyfold increase. Antipsychotics—a class of drugs previously seen as 
extremely problematic in kind, useful only in severely ill patients—were 
the top revenue-producing class of drugs in 2008, ahead even of the 
cholesterol-lowering agents. Total sales of all psychotropic drugs in 2008 
topped $40 billion. Today—and this shows how crowded the drugstore has 
become—one in every eight Americans takes a psychiatric drug on a regu- 
lar basis. 


As a result of what Burstow (2015: 167) has termed psychiatry’s “march 
to Pharmageddon,” there have been concerns from scholars both inside 
and outside the psy-professions that drug prescribing is getting out of 
hand. Specific critiques have suggested that mental health experts may 
be medicalising evermore aspects of our everyday behaviour as mental 
illnesses (e.g., our “hoarding,” drinking, gaming, grieving, gambling, and 
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so on) so as to prescribe us more drugs; that the professional bodies are 
far too cosy with pharmaceutical companies and have consequently lost 
sight of their duty of care to their clients; that the potential health harms 
of long-term drug taking have been neglected in the hype around the lat- 
est “miracle pill” appearing on the market (e.g., Whitaker (2010a: 354) 
notes that those labelled as “mentally ill” are “now dying twenty-five years 
earlier than their peers”); and that other therapies are being ignored in 
favour of the quick-fix chemical cure. 

This section demythologises the idea of the “chemical cure” for mental 
illness by concentrating on the changing economic and political goals of 
capitalism since the mid-twentieth century. This analysis demonstrates 
that there can never be a “magic bullet” for mental disorder when aeti- 
ology has not been established, thus we have to understand drug treat- 
ments as a continuation of the biomedical technologies of control I have 
discussed so far in this chapter. As with other physical interventions, 
psychopharmaceuticals can also be understood as a further attempt to 
legitimise the psychiatric profession as a relevant branch of medicine. A 
critical evaluation of psychotropic interventions then should not focus on 
their effectiveness in “treating” or “curing” mental disorders, but rather 
analyse how this metaphorical placebo aids the survival and expansion 
of the psychiatric profession beyond the asylum walls. This discussion 
will break with much of the previous scholarship in the area by arguing 
that the profit-making ventures of biomedical psychiatry—as reflected 
in the growth of the new psycho-drugs culture—are in fact secondary 
to capitalism’s desire for the closer surveillance, monitoring, and moral 
management of the general population in neoliberal society, a function 
that the psy-professions are most suited for. 

Official historians of psychiatry view the introduction of the drug 
chlorpromazine (marketed as thorazine in America) in the 1950s as a 
turning point of revolutionary proportions in the treatment and care of 
the mentally ill. Shorter (1997: 246) calls it “the first drug that worked,” 
while in a chapter titled—in the now familiar irony-free fashion of such 
writers—“Mother’s Little Helper: Medicine At Last,” Lieberman (2015: 
175, emphasis original) argues that chlorpromazine was “the first psy- 
chopharmaceutical ... a drug providing true therapeutic benefits for a 
troubled mind.” According to such scholars, this is a breakthrough in 
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psychiatric medicine which can be equated “to the introduction of peni- 
cillin in general medicine” (Shorter 1997: 255). It is the beginning of 
“the era of psychopharmacology” (Shorter 1997: 255) which, as biomedi- 
cal knowledge on the workings of the brain has progressed, we continue 
to reap the rewards of today. For Lieberman (2015: 178), chlorpromazine 
is the first drug to specially target and reduce the symptoms of psychoses 
(such as hallucinations and disorganised thinking). As he explains, the 
effect of the drug on institutionalised patients was dramatic and last- 
ing: “[n]ow they could return home,” he states, “and incredibly, begin 
to live stable and even purposeful lives. They had a chance to work, 
to love, and—possibly—to have a family” (Lieberman 2015: 180). 
Chlorpromazine was also a significant improvement on previous physi- 
cal therapies (such as ECT and lobotomy) in terms of being “much less 
dangerous, and easily tolerated by the patients.” Just over a year after the 
drug was approved by the US Food and Drug Administration (FDA) in 
1954, Scull (2015: 367) notes that two million people were taking chlor- 
promazine in America alone. On this basis, the official history of psychia- 
try suggests that the introduction of chlorpromazine leads to the slow but 
inevitable end of the asylum era. In the words of Lieberman (2015: 180), 
“[i]t is no coincidence that the asylum population began to decline from 
its peak in the United States in the same year Thorazine was released.” 
For Shorter (1997), the triumph of chlorpromazine as the first “antipsy- 
chotic” drug represents a breakthrough for the psychiatric profession as 
important as Pinel unchaining the mad 150 years before—it was proof of 
the biological causation of mental disease and, just as importantly, a safe 
treatment modularity with which to control, if not cure, the symptoms 
of severe mental disorder. 

Unfortunately, the above picture of the psychopharmaceutical “revolu- 
tion” does not stand up to closer scrutiny. The available evidence demon- 
strates that the drugs were—and continue to be—no more useful than 
previous physical treatments, either in the sense of proving an underly- 
ing biological aetiology for mental illness or in terms of the potential 
harm posed to patients (see, e.g., Breggin and Cohen 1999; Burstow 
2015; Davies 2013; Kirsch 2009; Moncrieff 2009; Whitaker 2010a). As 
Moncrieff (2009: 1) has outlined, 
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there is no real demarcation between previous eras’ psychiatric treatments, 
and the theories that justified them, and our own; that the need to believe 
in a cure for psychiatric conditions that drove and sustained people’s faith 
in insulin coma therapy, ECT, radical surgery, sex hormone therapy and 
many other bizarre interventions is the strongest impetus behind the use of 
modern-day psychiatric drugs. 


I argue here that the drugs revolution can be understood as a significant 
success for welfare capitalism, where institutional costs are transformed 
into profits for pharmaceutical corporations. At the same time, the 
decline of the welfare state and rise of neoliberalism in the 1970s eventu- 
ate in chemical forms of social control largely replacing the institution 
and other forms of physical constraint as the more subtle and preferred 
technology for managing deviance in capitalist society. Initially suspi- 
cious of drug therapy, the evidence also suggests that psychiatric profes- 
sionals in fact remained for some time wedded to the institution as their 
traditional power base and only belatedly turned to drugs as a technique 
of legitimating their expansion beyond the asylum walls. Thus, the idea 
of a “drugs revolution” in the twentieth century can be understood as a 
myth used to retrospectively legitimate the current, dominant treatment 
modality within the mental health system and the continuance of the 
psychiatric profession as the dominant group of experts responsible for 
defining and “treating” mental illness. 

Contrary to psychiatric mythology, the introduction of chlorpromazine 
to the mental health system happened by accident rather than design, 
the term “antipsychotic” being later added by pharmaceutical companies 
to more effectively market the drug to institutional psychiatry and state 
authorities. Hypothesised as a beneficial anaesthetic for major operations, 
the drug was originally used by Henri Laborit, a French naval surgeon, 
for its antihistaminic properties in 1949. The surgeon (cited in Whitaker 
2010a: 48) noted that the results of the drug appeared positive in that the 
patient “felt no pain, no anxiety, and often did not remember his opera- 
tion.” Thus, Laborit felt chlorpromazine offered a potential improvement 
on barbiturates and morphine, popularly used as pre-operation anaes- 
thetics at the time. At a medical conference in 1951, he further stated 
that the drug appeared to produce “a veritable medicinal lobotomy,” 
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and for this reason might also be of use to psychiatry (Laborit, cited in 
Whitaker 2010a: 49). The following year, Jean Delay and Pierre Deniker, 
two prominent French psychiatrists, put the drug to the test on patients 
they had labelled as “psychotic” at St. Anne’s Hospital in Paris (Whitaker 
2010a: 49-50). The first patient to be given the drug was a 57-year-old 
male labourer who had been admitted for “making improvised political 
speeches in cafes, becoming involved in fights with strangers, and for ... 
walking around the street with a pot of flowers on his head preaching his 
love of liberty” (Delay, cited in Shorter 1997: 250). After three weeks of 
chlorpromazine the psychiatrists discharged the patient, observing a new 
calmness within him. The authorities were impressed with the results of 
the drug on the asylum population; while still conscious and responsive to 
the ward staff, the inmates were much more subdued and quiet. As with 
ECT and pre-frontal lobotomy, the drug produced a more manageable 
and compliant patient. The psychiatrists wrote triumphantly of the chlor- 
promazine-drugged patient in 1952 that “he rarely takes the initiative 
of asking a question” and, further, “does not express his preoccupations, 
desires, or preference” (Delay and Deniker, cited in Whitaker 2010a: 50). 

As a quick and cheap substitute for lobotomy, the drug quickly became 
popular across asylums in Europe. Hans Lehmann, the physician who 
is often cited as responsible for the introduction of chlorpromazine to 
North America, admitted he was intrigued by the claim of the research 
papers and drugs marketing literature that the drug acted “like a chemical 
lobotomy” (Shorter 1997: 252). After the implementation of the drug 
regimen at his Verdun Hospital in Montreal, Lehmann felt chlorproma- 
zine achieved roughly the same results as insulin treatment and ECT 
but was an improvement on psychosurgery (of which he was an avid 
supporter) (Moncrieff 2009: 45). The drug, announced Lehmann, was 
most useful in managing the psychiatric patient in that it produced an 
“emotional indifference” in the inmate (cited in Breggin 1991: 55). As 
Breggin (1991: 55) notes, chlorpromazine was not conceptualised by the 
profession and business promoters as a cure for mental illness or even an 
alleviator of symptoms, but rather a pacifier of one’s character. “We have 
to remember,” stated the psychiatrist E. H. Parsons (cited in Whitaker 
2010a: 50-51) in 1955, “that we are not treating diseases with this drug 
... We are using a neuropharmacologic agent to produce a specific effect.” 
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That effect has been summated by Breggin (1991: 55, emphasis original) 
as, “[p]atient’s don’t lose their symptoms, they lose interest in them.” 
Thus, chlorpromazine’s success in sedating patients on the ward was 
hardly a “revolution” in psychiatric practice. Prior to the 1950s, notes 
Moncrieff (2009: 41), other psychotropics were used extensively by the 
profession both inside and outside the institution; “[i]npatients were 
frequently prescribed several different drugs simultaneously,” she com- 
ments, “and outpatients were also frequently prescribed drugs, mostly 
barbiturates and stimulants.” Unlike today, this drugging of patients was 
viewed by the profession as something of an embarrassment; psychiatry 
was all too aware that such chemical interventions were a form of physi- 
cal control rather than anything that could be considered as “therapeutic” 
(Moncrieff 2009: 41). At the time, drugs were not seen by the majority 
of psychiatrists as central to the future of their practice. For this reason, 
psychiatrists in America remained, for a time, reticent to use chlorprom- 
azine in their institutions for the simple reason that they already had 
other physical and chemical treatments which acted in roughly the same 
manner. Further proof that the drug was no “miracle” pill for mental 
disorder (as the New York Times would go on to describe it in the mid- 
1950s) (Whitaker 2010a: 58) is provided by Scull (2015: 367-368), who 
observes both that the numbers of patients in asylums were falling in 
many parts of America prior to the introduction of chlorpromazine in 
the 1950s and that many European countries witnessed no such reduc- 
tions in patient numbers until the 1970s—many years after the drug 
had been introduced there. The impreciseness of the correlation between 
chlorpromazine and deinstitutionalisation has led Scull and other com- 
mentators (see, e.g., Whitaker 2010a: 206-207) to a different conclu- 
sion—that fiscal considerations of state legislatures took precedent over 
any claims to effective treatment or the “curability” of those labelled as 
mentally disordered. The psychiatric institution was no longer economi- 
cally viable as a holding place for problematic populations, so the hype 
created around new “neuroleptic” drugs such as chlorpromazine and the 
possibility of returning patients to “the community” were used in a way 
which “allowed governments to save money while simultaneously giv- 
ing their policy a humanitarian gloss” (Scull 1984: 139). As Lieberman 
(2015: 179) notes, the American success of chlorpromazine was achieved 
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by the pharmaceutical company Smith, Kline & French, who focused 
their efforts on state governments through the fiscal arguments of “health 
economics” and “cost-cutting,” rather than promising psychiatry a mirac- 
ulous cure for mental illness. Together with a successful media campaign 
(see Whitaker 2010a: 58-61) claiming that chlorpromazine symbolised 
a “new era of psychiatry,” this tactic worked; within a year of launching 
the drug, Smith, Kline & French's total sales increased by over a third 
(Moncrieff 2009: 42). 

The success of chlorpromazine was therefore not the result of scientific 
endeavour and the development of ever-more sophisticated psychiatric 
practice, but instead social and economic forces beyond the profession— 
namely, institutions as economically unviable forms of social control, 
the marketing of drugs by pharmaceutical companies, and the eventual 
need for the expansion of psychiatry as moral managers of the general 
population. The success was economic not therapeutic; while no dis- 
ease had been identified or treated with chlorpromazine, pharmaceutical 
companies recognised that, with deinstitutionalisation, there was now 
substantial rewards to be made from the business of community-based 
mental health care. Meanwhile, governments could justify cuts and clo- 
sures of the asylums and instead fund outpatients and drug treatments as 
both cheaper and more “effective” public health interventions. In time, 
the crisis of deinstitutionalisation facilitated the psychiatric profession’s 
increased commitment to the biomedical model and the use of drugs as 
a primary source of medical legitimation for their continued practice and 
expansion into other arenas of economic and social life. Drugs aided the 
professional legitimation of mental health work outside the institution 
(Moncrieff 2009: 49), and a revised history of the “drugs revolution” was 
constructed to suggest the natural progression of psychiatry as a branch 
of scientific medicine. 

At first, the post-war expansion of outpatient clinics and community- 
based mental health teams (often comprising of a variety of social and 
medical practitioners) appeared to threaten psychiatry’s natural position 
as the ultimate authority on mental illness. Yet the post-institutional turn 
to biomedicine and drugs became a useful justification for reinforcing 
the power of the psychiatrists in these new settings. Only the psychia- 
trist had the power to prescribe and alter the medications of the patient, 
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and with the growing mythology that the drugs were actually effective, it 
meant that all other treatment options were given secondary importance, 
subservient to chemical interventions in the community (for an example 
of this dynamic, see Samson 1995). Thus, Moncrieff (2009: 44) sug- 
gests that by the mid-twentieth century psychiatry had become a “sitting 
duck” for a new treatment with which they could legitimately justify a 
disengagement from the asylum and an expansion into the world outside. 
Drugs provided that justification and fitted well with the popular view 
from other branches of medicine. As Breggin (1991: 55) states of the 
benefits of drug interventions for psychiatrists, 


the dose could be “titrated”—that is, it could be raised and lowered to 
obtain the desired effect. As an ostensibly more humane intervention, drug 
therapy both salved the consciences of psychiatrists and made them feel 
more like legitimate doctors. 


With the development of successive generations of neuroleptics and 
selective serotonin reuptake inhibitors (SSRIs) such as Prozac, Zoloft, 
and Paxil, sales have skyrocketed as psychiatric practice has expanded 
into new arenas of public and private life. The evidence, however, has 
repeatedly shown that the drugs do not work. For example, an extensive 
review of both the published and unpublished clinical trials of the “won- 
der drug” Prozac by the clinical psychologist Irving Kirsch (2009) con- 
cluded that it was no more effective than placebo (i.e., dummy pills with 
no active ingredients) (see also Whitaker 2010a; Whitaker and Cosgrove 
2015). Similar findings have been outlined by Moncrieff (2009) in a 
review of research on various antidepressants and stimulants. “[P]sychiat- 
ric drug treatment,” she concludes, “is currently administered on the basis 
of a huge collective myth; the myth that psychiatric drugs act by correct- 
ing the biological basis of psychiatric symptoms or diseases” (Moncrieff 
2009: 237). It is therefore an impressive success for biomedical psychiatry 
that, despite the lack of evidence, the idea of “chemical imbalances” in 
the brains of those diagnosed as “mentally ill’—and psychopharmaceu- 
ticals as the “chemical cure”—has gained such traction in both popular 
and scientific discourse. In the words of Breggin and Cohen (1999: 35), 
“[nJo psychiatric drug has ever been tailored to a known biochemical 
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derangement,” and, “no biochemical imbalances have ever been docu- 
mented with certainty in association with any psychiatric diagnosis.” 
This is something that psychiatrists have only recently owned up to, with 
Ronald Pies (cited in Whitaker and Cosgrove 2015: 186), editor-in-chief 
of the Psychiatric Times, admitting in 2011 that “[i]n truth, the ‘chemical 
imbalance’ notion was always a kind of urban legend—never a theory 
seriously propounded by well-informed psychiatrists.” An urban legend 
may be, but nevertheless a biomedical rhetoric that can justify psychiatric 
intervention and drug treatment as valid medical practice. The psychia- 
trist Daniel Carlat has freely acknowledged that using the language of 
“chemical imbalances” at least suggests to patients that psychiatrists know 
what they are doing. In 2010, Carlat (cited in Whitaker and Cosgrove 
2015: 187, emphasis added) declared, 


I say that [“chemical imbalances in the brain”] not because I really believe 
it, because I know that the evidence isn’t really there for us to understand 
the mechanism. I think I say that because patients want to know some- 
thing, and they want to know that we as physicians have some basic under- 
standing of what we're doing when we're prescribing medications. And they 
certainly dont want to hear that a psychiatrist essentially has no idea how these 
medications work. 


Whitaker and Cosgrove (2015: 87) have discussed the significant ben- 
efits for both big pharma and the psychiatric profession in promoting 
drug use in the current mental health system. For the drug companies, 
psychiatry can medically legitimate their products as well as facilitate 
the expansion of the potential population for their products. In turn, 
the drug companies legitimate the institution of psychiatry as a “real” 
(meaning biomedically-based) part of medicine and facilitate the expan- 
sion of its areas of research and expertise through various funding and 
revenue streams. The outcome of this relationship has been fairly predict- 
able—both parties have benefited enormously over time. Pharmaceutical 
companies continue to maximise their profits while psychiatry’s (and, 
by extension, other psy-professionals’) power—as signified by the prolif- 
eration of its discourse among the general population—has significantly 
expanded over the past 35 years. 
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‘That said, the expansion of the psy-professions in general and the pro- 
liferation of the psychiatric discourse to hegemonic status in neoliberal 
society cannot be explained by the success of the drug industry alone. 
This requires further analysis of the ideological role of psy-disciplines, 
which will be outlined in the next chapter. Suffice here to say that a 
Marxist analysis of psychiatric power always needs to consider the ben- 
efits to capitalism inferred by their changing discourse and practices. 
And while every part of civil society can serve the economic base, it is 
the value of such institutions as part of the superstructure which distin- 
guishes them as ultimately relevant and useful to the ruling classes. So 
whereas we may think of the drugs issue only in terms of the economic 
prerogatives of capitalism, it is in fact their value as a means of social and 
ideological control of the population which should be given particular 
importance here. As Moncrieff (2009: 238) has rightly stated of the dom- 
inant biomedical view of psychopharmaceutical interventions as effective 
treatment for mental illnesses, 


this knowledge has itself become an instrument of psychiatric power. It has 
facilitated the particular form of social control that is embodied in psychi- 
atric practice, by construing psychiatric constraint as the medical cure of 
mental disease. It has helped to disperse psychiatric power throughout the 
population by concealing the moral nature of psychiatric judgements. 


From moral treatment to drug treatment, psychiatry’s project remains 
unchanged: their goal is the moral management and behavioural adjust- 
ment of populations considered socially deviant, whether unemployed, 
underproductive, or politically suspect. The intervention of pharmaceu- 
tical companies in the process of psychiatric medicalisation needs to be 
understood as a rather insignificant factor in the general production of 
the psychiatric discourse. As Horwitz and Wakefield (2007: 182, empha- 
sis original) have commented on biomedical psychiatry’s takeover of the 
DSM in the 1970s, “[t]here is no evidence that pharmaceutical compa- 
nies had a role in developing DSM-III diagnostic criteria.” While this 
statement might be challenged by the DSM-III research of Lane (2007) 
and others, it is still accurate to conclude that pharmaceutical companies 
have never been the originators of diagnostic categories; this has remained 
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the responsibility of psychiatry (regardless of how far the profession may 
sometimes appear to be in big pharma’s pockets). Thus, while SSRIs and 
other contemporary psychoactive drugs can be seen as interventions of 
social control performed by mental health workers, “to restrain individ- 
uals from behavior and experience that are not complementary to the 
requirements of the dominant value system” (Lennard, cited in Conrad 
1975: 19), the specific form of behaviour and experience which is con- 
sidered in need of reform or restraint is still dictated by the psychiatric 


profession. 


Summary 


Utilising Marx’s theory of historical materialism, it has been argued in 
this chapter that the modern mental health system is constituted and 
framed by the social and economic forces of industrial capitalism. 
Through a socio-historical survey of the practices and philosophies of 
the mental health experts from moral treatment to psychopharmaceuti- 
cal interventions, I have demonstrated that the success of the psychiatric 
professionals is predicated on their knowledge claims aligning with the 
goals of the ruling classes for subservient and compliant workers. As a 
part of the superstructure, the mental health system has aided the eco- 
nomic base through the naturalisation of the fundamental inequalities of 
capitalist society. This ideological role of the psychiatric system works to 
depoliticise and individualise the realities of existence within the current 
social order through medicalising deviance and enforcing conformity on 
suspect groups. Yet as will be discussed in the following chapter, in neo- 
liberal society the ideological role has been extended, resulting in the 
psychiatric discourse becoming hegemonic. As Burstow (2015: 70) has 
summated of this expansion, 


Incomparably more people are intruded on, with that number multiplying 
with every passing day. Surveillance of anyone who has ever seemed in 
trouble, surveillance of our children, of seniors is now routine. If once 
upon a time, one would have to appear “deviant” or to exhibit “unusual 
behaviour” to fall under the auspices of the “system,” now normal childhood 
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qualifies as a disease. Moreover, the intrusion reaches significantly deeper 
than the shackles of yesteryear, into the inner recesses of the brain. It is as 
if psychiatry had removed the fetters from the body of the “lunatic” subject 
only to place more durable ones on everyone’s mind. 
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3 


Psychiatric Hegemony: Mental Illness 
in Neoliberal Society 


The previous chapter outlined a critique of the political economy of men- 
tal illness, focusing on the psy-professionals’ support of the economic 
base from the development of moral treatment and the asylum system 
in the nineteenth century to the current profiteering from an expand- 
ing drugs market. Demonstrating Marx and Engels’ (1965: 37) state- 
ment that capitalism “must nestle everywhere, settle everywhere, establish 
connections everywhere,” I have shown that the mental health system 
generates an increasing range of products and services for the market, 
mirrors the wider division of labour through exploitative work practices, 
and functions as an institution of social control, policing deviance, and 
reinforcing exploitative relations within capitalist society as “normal” and 
common sense. 

This chapter, however, gives special attention to the expanding ide- 
ological power of the psychiatric discourse within neoliberal society. 
I present here my core rationale for taking a Gramscian approach to 
understanding this discourse as “hegemonic,” that is, an all-encom- 
passing form of knowledge which works to naturalise and reinforce the 
norms and values of capital through professional claims-making. As was 
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highlighted in the last chapter, the mental health system has always had 
ideological dimensions, yet the recent demands of neoliberal capital have 
necessitated the expansion of the psychiatric discourse to the point where 
it has become hegemonic and totalising. Our behaviour, our personali- 
ties, our lifestyles, our relationships, and even our shopping trips are now 
closely observed and judged under this psychiatric hegemony, and we 
have in turn come to monitor and understand ourselves through this 
discourse. As Whitaker (2010a: 10, emphasis original) rightly states of 
these changes, 


Over the past twenty-five years, psychiatry has profoundly reshaped our 
society. Through its Diagnostic and Statistical Manual [the DSM], psy- 
chiatry draws a line between what is “normal” and what is not. Our 
societal understanding of the human mind, which in the past arose 
from a medley of sources (great works of fiction, scientific investiga- 
tions, and philosophical and religious writings), is now filtered through 
the DSM. 


The chapter begins by describing the ideological purpose of professional 
groups such as psychiatry within advanced capitalist societies. In doing 
so, I draw on the theoretical work of Gramsci, Althusser, and Habermas 
in conceptualising how such groups within civil society legitimise ruling 
class ideology through their practices and constructed discourse. This is 
followed by a discussion of how this ideological critique can be applied 
to medicine and psychiatry, as well as a review of the processes through 
which the psychiatric discourse—that is, the totality of ideas (including 
the language, practices, and treatments) on “mental illness” and “men- 
tal health” that psychiatric and allied professions have circulated to the 
public over the past 200 years—became hegemonic following the “cri- 
sis” of psychiatry in the mid-1970s, the construction of the DSM-III in 
1980, and the wider development of neoliberal policies. The final part 
of the chapter discusses some of the contemporary issues which inform 
the recent increase in “mental illness” self-surveillance and self-labelling 
behaviour, a situation, I argue, that further demonstrates the existence of 
psychiatric hegemony. 
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Hegemony, Ideology, and Professional Power 


Given the oppressive economic conditions that workers endure under 
western capitalism, Marx (1971) prophesied the proletariat revolu- 
tion as inevitable. This certainly appeared likely with the European and 
American financial crises of the 1920s and 1930s and, consequently, a 
rise in political and class consciousness. It was, however, a catastrophic 
period which western capitalism survived. In this context of failed rev- 
olutions, theorising on the superstructure of capital (Chap. 2) became 
increasingly important to Marxist writers in addressing the “inevitability” 
question (Heiner 2006: 10-11). Gramsci’s (1971) answer to this question 
was that the ruling classes ultimately survived threats to their authority 
not through direct “domination” and coercion of the masses but rather 
by demonstrating “intellectual and moral leadership.” It was the latter 
type of supremacy that constituted what he termed “hegemony,” a form 
of “internal control” which Femia (1981: 24) outlines as “an order in 
which a common social-moral language is spoken, in which one concept 
of reality is dominant, informing with its spirit all modes of thought and 
behaviour.” Or as Kellner (2005: 158) has succinctly defined hegemonic 
power, the “domination by ideas and cultural forms that induce con- 
sent to the rule of the leading groups in society.” Gramsci argued that 
the coercive powers of the state (e.g., the army, police, and the judicial 
system) were comparatively ineffective and fragile in ultimately halting 
the revolution; instead the capitalist classes had secured a greater chance 
of survival through hegemonic power—the rule of the bourgeoisie by 
induced consent. As Crossley (2005: 114) has articulated this idea, 


The bourgeoisie must win the hearts and minds of the people, persuading 
them (without even seeming to do so or to need to do so) that the status 
quo is natural and inevitable, beneficial for all, and inducing them to iden- 


tify with it. 


Gramsci located the intellectual and moral leadership won by the ruling 
classes as residing in civil society rather than the state. By “civil society” he 
meant institutions such as religion, education, the media, and the family, 
to which Marxist scholars such as Navarro (1986) and Waitzkin (2000) 
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have added the institution of health as a further site of hegemonic power. 
These civic institutions are much more effective than direct, repressive 
organs of the state in manipulating the masses due to their perceived 
detachment from elite control. Hegemonic power is conducted under the 
guise of objective and neutral institutional practice, though it is in reality 
nothing of the sort. Instead, intellectuals and professionals are responsible 
for the legitimation of ruling class ideas within the public sphere, articu- 
lating such values as seemingly natural and taken-for-granted knowledge 
about the world. Thus, Fontana (1993: 140-141) comments that 


the function of intellectuals is not only to create a particular way of life and 
a particular conception of the world, but also to translate the interests and 
values of a specific social group into general, “common” values and 
interests. 


What we understand as “normal” and common sense is in fact domi- 
nant, capitalist ideas imparted through professional discourse, an issue 
summated in the famous quote from Marx and Engels that “the ideas 
of the ruling class are in every epoch the ruling ideas” (cited in Navarro 
1980: 196). Althusser (2005: 114) commented that the concept of hege- 
mony offered “a theoretical solution in outline to the problems of the 
interpenetration of the economic and the political.” In other words, it 
was an effective explanatory device for understanding the survival of the 
economic base of capitalism despite significant political struggles against 
the bourgeoisie in every epoch. 

Althusser himself extended Gramsci’s conceptions of hegemony by 
developing a specific theory of ideology. Rather than being directly shaped 
by the economic base, Althusser suggested that institutions of civil soci- 
ety had a degree of autonomy from it that is “neither totally shaped by 
the economy nor totally autonomous” (Crossley 2005: 150). This can 
explain why not every decision, behaviour, or practice of an organisation 
appears to be traceable back to the economic prerogatives of capitalism. 
This subtlety within Althusser’s analysis highlights that hegemonic power 
is a form of negotiated power in which professional groups and institu- 
tions can act in semi-autonomous and sometimes oppositional directions 
to capital. Each institution has its own set of professional priorities, inter- 


3 Psychiatric Hegemony: Mental Illness in Neoliberal Society 73 


ests, and values to protect from other competing groups, and sometimes 
this may bring about conflict with the objectives of the ruling elites. In 
such situations, compromise is necessary so as not to threaten the funda- 
mental economic base and current social order (Freidson 1988; Williams 
1977). Discussing the institution of medicine as part of hegemonic rela- 
tions, Navarro (1989: 198) summarises this issue of professional auton- 
omy as follows: 


Medical knowledge is not produced and reproduced in the abstract but 
through agents and relations which are bearers of power relations of which 
class is a determinant one. To say this is not to say that medical and scien- 
tific knowledge does not have an autonomy of its own, but that autonomy 
takes place within a set of power relations which determines not only how 
medical knowledge is used ... but also what knowledge is produced and 
how that knowledge is produced. 


With industrial societies becoming more complex, Althusser emphasised 
the increasing significance of such institutions in imposing capitalistic 
ideology on the working classes, referring to them as ideological state 
apparatuses (ISAs). ISAs, he argued, were much more effective in secur- 
ing the consent of the masses (Crossley 2005: 152), reproducing the goals 
of capitalism as normal and inevitable, or as Crossley (2005: 152) con- 
ceptualises them, 


[S]ites of practice where human subjects or agents are, in effect, shaped as 
compliant and willing members of (capitalist) society. That is, they are the 
sites of practices which form us as human agents, making us what we are 
and, more importantly, making us “in the image” of capitalist society. 


To summarise, a Marxist ideological critique which follows the ideas of 
Gramsci and Althusser investigates 


the subtle “ideological hegemony” by which institutions of civil society ... 
promulgate ideas and beliefs that support the established order ... the “ideo- 
logical apparatuses” that the capitalist class use to preserve state power ... and 
the ideological features of modern science that legitimate social policy decisions 
made by “experts” in the interests of the dominant class. (Waitzkin 1978: 270) 
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Effectively, hegemony functions to pacify revolutionary protest through 
making certain limited concessions to the working classes (e.g., by intro- 
ducing and extending parliamentary democracy), while the ISAs become 
increasingly important in reinforcing the norms and values of the ruling 
classes as a consensual and widely shared view of social reality. 

Of all the areas of civil society, Habermas argued that the sciences 
offered the greatest potential for acting as ISAs. This was due to the rhe- 
torical language of the sciences which promoted its various disciplines 
as fundamentally objective and value-free. According to Habermas, 
scientific ideology was increasingly working on technical solutions to 
social and political problems within capitalist society. In this manner, 
states Waitzkin (2000: 122), “science tends to depoliticize these issues by 
removing them from critical scrutiny.” Of great pertinence to understand- 
ing psychiatric discourse as hegemonic in neoliberal society, Habermas 
(cited in Waitzkin 2000: 122) was already claiming in 1971 that, “today’s 
dominant, rather glassy background ideology, which makes a fetish of sci- 
ence, is more irresistible and far-reaching than ideologies of the old type.” 
Increasingly, the different branches of science are responsible for legiti- 
mating fundamental inequalities in advanced capitalist societies as “nor- 
mal,” “inevitable,” and “natural.” For example, Navarro (1986: 40-41, 
emphasis original) states of the health system that it serves “a very high 
legitimization function” for capital in this regard, 


[I]t creates false consciousness that what is basically a collective and, there- 
fore, political problem, determined by the manner of control over the pro- 
cess of production and consumption in capitalist societies, can be solved by 
individual therapeutic intervention. In this way, medicine depoliticizes 
what is intrinsically a political problem. Thus, what requires a collective 
answer is presented as an individual problem, demanding an individual 
response. This is a main ideological function of medicine, the /egitimization 
of class relations in our society. 


There are a number of specific interventions relevant to psychiatric prac- 
tice which Waitzkin (2000: 124) has detailed as part of this legitimation 
process—these include the increasing medicalisation of social problems, 
“the transmission of ideological messages” within professional—client 
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interactions, “the management of potentially troublesome emotions” 
by the discipline, and the reproduction of the “class structure and the 
relations of capitalist production.” Following Freidson’s (1988) work on 
medical dominance, Waitzkin (2000: 123) hypothesises that 


doctors may be more effective in enforcing societal norms than other social 
control agents; doctors are less accountable to the public and therefore freer 
to inject class and professional biases into their relationships with clients. 
Medical social control thus has extended to economic production, the fam- 
ily and other major institutions. 


As a part of this medical social control, how and why the psychiatric dis- 
course has become hegemonic within neoliberal society will be discussed 
in the following sections. 


The “Public Language” of the DSM-III 


Speaking at the annual meeting of the American Psychiatric Association 
in 1965, Mike Gorman (at the time, executive director of the National 
Committee Against Mental Illness) called for the psychiatric profession 
to develop new skills, procedures, and practices to confront the chal- 
lenges posed by deinstitutionalisation and the mounting critics of the 
current mental health system (Chap. 1). Fundamentally, psychiatry was 
not speaking to the people. The middle class “worried well” spent years 
in private therapy hoping to learn what was really going in their uncon- 
scious, while the working classes still faced a largely coercive system of 
public psychiatry in institutions or outpatient facilities. It was time, 
Gorman argued, for psychiatry to justify itself to an increasingly cynical 
public who often felt that whatever “mental illness” was, it was someone 
else’s problem. Reflecting the disenchantment of many within the APA, 
Gorman (cited in Harris 1995: xv, emphasis added) stated that 


psychiatry must develop a “public” language, decontaminated of technical jar- 
gon and suited to the discussion of universal problems of our society ... As dif- 
ficult as this task is, it must be done if psychiatry is to be heard in the civic 
halls of our nation. 
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Fast-forward 50 years and it is clear that the profession has succeeded 
in this aim, so much so that we now often articulate the behaviour and 
emotions of ourselves and others using the “public language” that the 
psy-professionals have honed over this period. Generally, when we make 
assessments of character, we are now reiterating the dominant psychiatric 
code—for example, “your kid’s a bit hyperactive,” “those guys in the IT 
department are all on the [autistic] spectrum,” “she’s obviously experienc- 
ing mental health issues today,” “I’ve just got a compulsive personality,” 
“he’s totally addicted to gaming,” “you sound clinically depressed,” and 
so on. It is perhaps hard to remember that it was not always like this. 
Before the 1980s a different language was used to articulate our feel- 
ings and emotions—we were perhaps “down” or sad sometimes, over- 
joyed or elated at other times, but seldom “manic,” “clinically depressed,” 
or indeed “bipolar.” As Furedi (2004: 84) similarly notes of the rise of 
“therapeutic culture” in the west, “[b]efore the 1980s, terms like syn- 
drome, self-esteem, PTSD, sex addiction and counselling had not yet 
entered the public vocabulary.” And few desired access to labels of mental 
disorder either (which, at the time, involved a high risk of being hospi- 
talised). When mental illnesses were identified in public discourse, it was 
typically limited to highly stigmatised categories such as schizophrenia or 
manic-depression. This has obviously changed. Here I locate the funda- 
mental reason for this as due to the decline of social welfarism and the 
rise of neoliberalism in the 1970s; this change facilitates the expansion 
of the psy-disciplines into many new areas of social and economic life. 
The institution of psychiatry emerges as an ISA because the psychiatric 
discourse becomes increasingly important in reinforcing the dominant 
goals of neoliberalism, focusing on the self—rather than the group, com- 
munity, organisation, or society—as the appropriate site for change and 
(using the language of neoliberalism) “growth.” 

As was outlined in Chap. 1, western psychiatry was in a state of pro- 
fessional and epistemological crisis in the 1970s (see, e.g., Decker 2007; 
Mayes and Horwitz 2005; Wilson 1993), a situation which was only 
averted with the publication of the DSM-III in 1980. Despite the failure 
to in any way improve the actual “science” of psychiatry, the hype that the 
DSM-III task force and the APA leadership created around the manual as 
scientifically more rigorous than ever before worked as an excellent pub- 
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lic relations exercise for the profession. The DSM-III was also a decisive 
victory for biomedical psychiatry, a return to the descriptive “scientific 
psychiatry” of the early twentieth century. Thus, the DSM-III can also 
be seen as an attempt at internal legitimation, to align their activities and 
practices more closely to other branches of medicine. As a result of this 
return to biomedicine, the DSM-III was primarily promoting drug solu- 
tions to the mental disorders catalogued therein, a situation that has led 
many commentators to highlight the strong financial linkage between 
task force members and pharmaceutical companies (see, e.g., Cosgrove 
and Wheeler 2013). The rapid growth in the total number of mental 
disorders from DSM-II to DSM-III (from 182 to 265, the largest single 
expansion to date) also suggested a move by psychiatry to increasingly 
(bio)medicalise aspects of life which had previously fallen outside of the 
profession’s domain, a process to further expand their areas of jurisdiction. 

Due to the success of the DSM-III, Samson (1995: 79) states that the 
manual has become “the most important source of professional legitima- 
tion worldwide,” and one which has had serious consequences outside 
of psychiatry itself. As Mayes and Horwitz (2005: 265) have since sum- 
marised of the effects of the DSM-III, 


The direct and indirect institutional change the new manual produced 
extended far beyond psychiatry, because the DSM is used by clinicians, the 
courts, researchers, insurance companies, managed care organizations, and 
the government (NIMH, FDA, Medicaid, Medicare). As a classificatory 
scheme, it categorizes people as normal or disabled, healthy or sick. And as 
the definitive manual for measuring and defining illness and disorders, it 
operates as mental health care’s official language for clinical research, finan- 
cial reimbursement, and professional expertise. Few professional documents 
compare to the DSM in terms of affecting the welfare of so many people. 


While critical assessments of the DSM-III which expose the document 
as an important example of professional retrenchment and jurisdic- 
tional expansion—in other words, a fundamentally political rather than 
scientific project (Armstrong, in Caplan 1995: ix)—have validity, not 
enough attention has been paid to the wider societal processes effecting 
the institution during the period when the DSM-III was constructed 
and produced (in fact, neo-Foucauldian scholars such as Nikolas Rose 
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(1996, 1999) are probably the only ones to make the connection between 
the emerging “advanced liberal” conditions and the expansion of psy- 
discourse and services). In the 1970s, western society is in a period of 
serious social and economic upheaval. These issues cannot be separated 
from the crisis within psychiatry in the 1970s, nor the solution offered 
by the DSM-III in 1980. Instead, the development of the DSM-III can 
be better understood as a part of the structural changes informed by the 
decline of the social state and the emergence of neoliberal ideology. 
Fundamentally, the DSM-III began to speak the “public language” 
that Gorman had advocated 15 years earlier. Such adaptation of pro- 
fessional knowledge to more consumer-friendly terminology was not 
unique to psychiatry but witnessed across a range of professions. For 
instance, Oppenheimer made the observation in the mid-1970s that 
professionals were increasing called upon “to systematize their knowl- 
edge and thereby make it potentially accessible to lay members of soci- 
ety” (Macdonald 1995: 4). Whereas the DSM-I and the DSM-II were 
primarily developed for use by doctors in the hospital system, Decker 
(2013: xvii, emphasises added) explains that the DSM-III “was meant 
instead for psychiatrists in private practice, mainly seeing patients one to 
one, and for research psychiatrists in academic institutions, carrying out a 
host of studies on many patients at a time.” Consequently, the language and 
phrasing of mental disorders in the DSM-III was simplified and made 
more intelligible to the lay community. For consultations with clients 
and for research (e.g., the increasing use of mass-survey data collection, 
which developed with the DSM-III field trials and continues today), 
simple articulations as opposed to jargon-laden typologies of disease were 
required. The DSM-III offered an example of Althusser’s (2005) concept 
of “interpellation’—people began to recognise their own behaviour in 
the descriptions of mental pathology in the manual, lists of “symptoms” 
that could be easily utilised in quantifiable researcher checklists as well as 
self-report studies which encouraged people to begin diagnosing them- 
selves with such disorders. For the first time, each disorder in the DSM- 
III was presented with a handy list of specific diagnostic criteria, which 
spoke simultaneously to everyone as well as in such a vague manner as 
to facilitate the stretching of the psychiatric net much wider than before. 
For instance, the diagnostic criteria for overanxious disorder included 
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“unrealistic worry about future events,” “preoccupation with the appro- 
priateness of the individual’s behaviour in the past,” “overconcern about 
competence in a variety of areas,” “excessive need for reassurance about a 
variety of worries,” “marked self-consciousness or susceptibility to embar- 
rassment or humiliation,” and “marked feelings of tension or inability to 
relax” (American Psychiatric Association, 1980: 56-57). 

More generally, however, the psychiatric discourse witnessed in the 
DSM-III (as well as subsequent DSMs) reflects the emergence of neo- 
liberal obsessions with efficiency, productivity, and consumption (Chaps. 
4-7). So when we conceptualise psychiatry as speaking a “public lan- 
guage” in the DSM, it must be recognised that this language is not neutral 
and value-free but rather reflects a dominant ideological rhetoric of the 
specific epoch, in this case the crisis in welfarism and the emergence of 
neoliberalism. The priorities and proclivities of western psychiatry cannot 
be seen as motivated primarily by professional interest or by economic 
motives of the pharmaceutical industry but instead as framed by prevail- 
ing norms and values of the social order. As a political document, the 
discourse articulated in the DSM-III reflects the changing nature of late 
capitalism. Table 3.1 gives a straightforward example of this, highlighting 
the increased use of phrasings attached to work, home, and school with 
each edition of the DSM. Whereas the DSM-I and the DSM-II make 
hardly any reference to such arenas of life, the DSM-III dramatically 
increases such phrasing—a trend which continues as neoliberalism pro- 
gresses. It is also interesting to note that there was a significant increase in 
the use of the “work” and “school” phrasings between the DSM-IV-TR 
(in 2000) and the DSM-5 (in 2013), despite the manuals being of almost 
equal length. 


Table 3.1 Increase in the use of work, home, and school phrasings in the DSM, 


1952-2013? 
DSM- DSM- DSM- 
DSM-I| DSM-III Ill IH-R DSM-IV IV-TR DSM-5 
Word/phrase (1952) (1968) (1980) (1987) (1994) (2000) (2013) 
Work/ing/er 5 1 72 122 186 204 288 
Home/housework 2 2 59 80 92 96 109 
School 4 2 91 105 158 170 257 


aSee Appendix A for methodology 
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Like every profession, psychiatry has a degree of autonomy in their 
research and practices, yet they are ultimately shaped by current power 
relations. The priorities of the profession, therefore, tend to mirror the 
priorities of capitalism. To illustrate this point with another example, 
Lane (2007) has profiled how shyness became the new mental disorder 
of social phobia (since relabelled as social anxiety disorder) in the DSM- 
II (Chap. 4). With no validity for such a diagnosis, a number of parties 
are implicated in this case of medicalisation including the Pfizer phar- 
maceutical corporation (who funded a number of task force meetings 
at the time) and Robert Spitzer's fight with the psychoanalysts for con- 
trol of diagnostic constructions. However, these issues are predated by 
the profession’s own research focus on shyness which can be traced back 
to the mid-1960s, with a small number of patients showing symptoms 
of anxiety around social situations such as visiting the office canteen, 
attending parties, or being involved in public speaking (Lane 2007: 71). 
As would progress further under the neoliberalist doctrine, the develop- 
ment of new classifications such as social phobia would appear to the 
profession to originate in some sort of “evidence base” (which are actu- 
ally people’s problems in adjusting to changing arrangements of capital 
in arenas such as work, home, and the school). Psychiatry then does in 
fact maintain a key role in setting the agenda for what potentially ends 
up in the DSM; however, the origins of that agenda are external to the 
profession, dictated by wider social and economic forces. By the time 
of the DSM-5, psychiatric diagnoses are blatantly mirroring neoliberal 
ideology in relating mental illness to underperformance. With the diag- 
nostic criteria for premenstrual dysphoric disorder (PMDD), for exam- 
ple, the manual (American Psychiatric Association 2013: 172, emphasis 
added) states that “[t]he symptoms are associated with clinically signifi- 
cant distress or interference with work, school, usual social activities, or 
relationships with others (e.g., avoidance of social activities; decreased 
productivity and efficiency at work, school, or home).” Thus, the prevail- 
ing ideological values of our time—for instance, to be productive and 
efficient in all aspects of our lives—is conceived through psychiatric dis- 
course as a common sense mental health message. Are you failing within 
neoliberal society? Then you might have a mental illness. As Conrad and 
Potter (2000: 561-562) have summated of psychiatry’s diagnostic proj- 
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ect here, the process is necessarily historically and culturally contingent: 
“[clertain diagnostic categories appear and disappear over time, reflect- 
ing and reinforcing particular ideologies within the ‘diagnostic project’ 
(the professional legitimization of diagnoses), as well as within the larger 
social order.” 

Beginning with the success of the DSM-III, this section has mapped 
how the psychiatric discourse reflects and reproduces the dominant 
ideology of late capitalism. The reason for its progression to a state of 
hegemonic authority on the self requires discussion of the main tenets of 
neoliberal philosophy. These will be examined in the following section. 


The Rise of Neoliberalism and Hegemonic 
Psychiatry 


The post-war period of social welfarism and popular state intervention 
in many spheres of social and economic activity (including state provi- 
sion of health and welfare services, public housing, nationalised indus- 
tries, and a highly regulated labour market) effectively came to an end 
in the 1970s with high levels of inflation and unemployment (concep- 
tualised by contemporary commentators as “stagflation”) (Schrecker and 
Bambra 2015: 13). In this climate there was a popular response from 
the economic elites—and then the electorates—to the “neoliberal” ideas 
of economic philosophers such as Hayek (1976) and Friedman (1982) 
who argued that the well-being of the individual was predicated on the 
autonomy and freedom of the market in capitalist societies. According 
to these commentators, the crisis in contemporary economic and social 
conditions was due to the over-regulation and control of the market by 
the state. Centralised planning and over-bureaucratisation of the mar- 
ketplace had been a detriment to the competition and potential growth 
of western economies (Rose 1996: 153). Under such conditions, neo- 
liberal thinkers argued that individuals could not reach their full poten- 
tial, achieve substantial success, and consequently maximise their own 
happiness. Neoliberal philosophy then framed old laissez faire economic 
arguments in a new conception of personal emancipation; it appeared 
simultaneously as a “pragmatic” response to changing global processes 
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and as a popular “freeing” of the people from the constraints of central 
governments. As Harvey (2005: 40) has noted of this selling of the neo- 
liberal project to the masses, 


An open project around the restoration of economic power to a small elite 
would probably not gain much popular support. But a programmatic 
attempt to advance the cause of individual freedoms could appeal to a mass 
base and so disguise the drive to restore class power. Furthermore, once the 
state apparatus made the neoliberal turn it could use its powers of persua- 
sion, co-optation, bribery, and threat to maintain the climate of consent 
necessary to perpetuate its power. 


Schrecker and Bambra (2015: 13) have commented that neoliberalism 
can be best understood as having multiple dimensions, “including con- 
crete policy programs and innovations (e.g., welfare state retrenchment 
and ‘workfare’), more general reorganization of state institutions (e.g., 
privatization and contracting out), and an ideology.” In the first instance, 
neoliberalism is an economic theory which seeks to free capital from gov- 
ernment regulation and restraint in the belief that this is the most success- 
ful and efficient means of achieving wealth and happiness for the greatest 
number. Or as Harvey (2005: 2) states of the idea, it proposes “that 
human well-being can best be advanced by liberating individual entre- 
preneurial freedoms and skills within an institutional framework char- 
acterized by strong private property rights, free markets, and free trade.” 
The popularity of this political philosophy crystallised in the late 1970s 
with the electoral successes of the Thatcher and Reagan governments in 
the United Kingdom and United States, respectively. Backed by interna- 
tional financial institutions such as the International Monetary Fund and 
the World Bank, “liberalisation” policies were quickly introduced which 
“freed” local markets from state interference and saw a massive redistri- 
bution of resources from the public to the private sector, including the 
selling-off of state industries and assets (Moncrieff 2008: 237-238). At 
the same time, these neoconservative governments cut public spending 
in such areas as health, housing, education, social services, and welfare. 
As devastating as the neoliberal economic policies of the 1970s and 
1980s were to the working classes, it was the ideological aspects of the 
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philosophy which had the greater and longer lasting impact on west- 
ern society. In Moncrieffs (2008: 241) words, what accompanied the 
economic polices was “an evolving cultural and moral ethos, which is 
best summed up by a change from broad acceptance of collective vir- 
tues such as equality and solidarity to the individual and intertwined 
values of competition and consumerism.” As with the “freeing” of capital 
from state intervention, neoliberal philosophy argued that the individual 
must also be “freed” from the state. To “aid” or “encourage” the indi- 
vidual to be competitive and maximise their potential within this society, 
neoliberal governments made radical cuts in spending on social services 
and welfare provision, instead channelling resources into training and 
workfare programmes, nominally aimed at encouraging entrepreneur- 
ship and proactive citizens into employment and business opportuni- 
ties. Fundamentally, this brought about a seismic shift in the popular 
perception of the state from being a provider of care and services to the 
population to one aimed at facilitating (both market and individual) 
competition. The move from “welfare capitalism” to “workfare capital- 
ism” has been summated by Schrecker and Bambra (2015: 16) as a move 
to “decentralization and welfare pluralism (with a strong role for the pri- 
vate sector), the promotion of labour market flexibility, supply-side eco- 
nomics, the subordination of social policy to the demands of the market 
and a desire to minimize social expenditure.” 

The withdrawal of the state from many areas of social and community 
activity and the refocusing instead on the individual as the site of respon- 
sibility and transformation begins to explain how the psy-disciplines 
came to expand their areas of jurisdiction with neoliberalism. Rose (1996: 
150-151) eloquently refers to the populace in this new set of political and 
social relations as “enterprising individuals,” that is, subjects embedded 
with the core values of neoliberalism. This includes the very language we 
now use to speak of and understand ourselves—as autonomous individu- 
als seemingly free to choose, yet personally responsible for non-achieve- 
ment. As Harvey (2005: 65-66) suggests of the neoliberal self, 


While personal and individual freedom in the marketplace is guaranteed, 
each individual is held responsible and accountable for his or her own 
actions and well-being ... Individual success or failure are interpreted in 
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terms of entrepreneurial virtues or personal failings (such as not investing 
significantly enough in one’s own human capital through education) rather 
than being attributed to any systemic property (such as the class exclusions 
usually attributed to capitalism). 


Popular consent for such a conception of the self has been achieved 
through “[p]owerful ideological influences circulated through the cor- 
porations, the media, and the numerous institutions that constitute civil 
society—such as the universities, schools, churches, and professional 
associations” (Harvey 2005: 40). Here we can obviously add the psy- 
professions as a part of civil society responsible for promoting such neo- 
liberal values. Harvey (2005: 3) concludes that neoliberalism “as a mode 
of discourse” has become hegemonic. How we understand ourselves 
and the world is both shaped by and relies on the dominant language 
of the “enterprise culture.” In other words, the discourse traditionally 
associated with business and economics (e.g., “efficiency,” “productivity,” 
and so on) is now also used to refer to our own experiences, emotions, 
and behaviour. In neoliberal ideology, the self has replaced the group, 
the community, or wider society as the site for reform and change. This 
emphasis on the individual has seen the depoliticisation of social and 
economic inequalities to the point where, in the words of Ulrich Beck 
(1992: 100, emphasis original), they have been redefined “in terms of 
an individualization of social risks.” Most pertinent to our understanding 
of the psy-professions in neoliberal society is that “social problems are 
increasingly perceived in terms of psychological dispositions: as personal 
inadequacies, guilt feelings, anxieties, conflicts, and neuroses” (Beck 
1992: 100). In this “risk society,” “expert” groups such as psychiatrists 
and psychologists become increasingly important to capitalism in their 
attempts to scientifically speak to the “risky” behaviour of the individual. 
This rise of “expert knowledge and expert opinion” in neoliberal soci- 
ety, remarks Turner (1995: 221), means that such discourse is “highly 
politicized.” Thus, as the social state has fallen away with the expansion 
of neoliberal ideology, the psy-disciplines have come to play a key role 
in promoting and perpetuating the focus on the risky subject, increasing 
their moral authority into new areas of jurisdiction, with every individual 
within a population redefined under a hegemonic psychiatric discourse 
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as “in a permanent condition of vulnerability” (Furedi 2004: 130) to 
“mental illness.” 

Through an understanding of the rise of neoliberalism, it is therefore 
possible to comprehend the recent expansion of the psychiatric discourse. 
For Rose (1999: vii), the psy-professions have played “a very significant 
role in contemporary forms of political power,” so much so, that the 
disciplines “make it possible to govern human beings in ways that are 
compatible with the principles of liberalism and democracy.” This is due 
to their professional focus on character reform and self-realization, values 
which have a high degree of symmetry with the neoliberal project. As 
has been discussed, in 1980 the DSM-III expanded the APA’s range of 
mental disorders and made the diagnoses more user-friendly. It began 
to speak the language of neoliberalism, highlighting everyday issues in 
settings beyond the institution. Rather than only disability and illness, 
recovery and growth were now also promoted as possible. Moskowitz 
gives an example of this change in emphasis with the introduction of the 
diagnosis of identity disorder in the 1980s, the DSM stating that poten- 
tial sufferers had 


uncertainty about a variety of issues relating to identity, including long- 
term goals, career choice, friendship patterns, sexual orientation, and 
behaviour, religious identification, moral value systems and group loyalties 
... Frequently, the disturbance is epitomized by the person asking “Who 
am I?” (American Psychiatric Association, cited in Moskowitz 2001: 246) 


Previously dominated by the negative institutional classifications of 
schizophrenia and manic-depression, the expanding range of personality, 
identity, and anxiety disorders from the DSM-III onwards has initiated 
a more “positive” discourse of day-to-day concerns, inadequacies, and 
traumas. In the post-institutional climate, acute and severe mental dis- 
orders have been replaced with the now “common disorders” of ADHD, 
post-traumatic stress disorder (PTSD), general anxiety disorder, BPD, 
and autism, for which the prescribed treatment is much more likely to 
be drugs or therapy rather than committal. The impressive results of this 
neoliberal shift in the psychiatric discourse towards the idea of “posi- 
tive” mental health can be seen in the countless “awareness campaigns” 
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invoking the risk of mental illness within the general population (“it’s 
everyone’s problem”), as well as the mass screenings and “early interven- 
tion” programmes in schools to “catch” the early phases of mental illness 
in children and thereby “prevent” a more serious disorder in adulthood. 
Further examples include the expanding number of epidemiological stud- 
ies which claim to highlight yet more cases of mental pathology which 
have gone undetected and/or untreated in the community, the grassroots 
movements campaigning for further aspects of behaviour or personality 
to also be classified as an official mental disorder, and the general high 
levels of self-labelling within the population. 

Similarly, it is more than coincidence that the 1980s and 1990s saw 
the rise of self-help culture (Ehrenreich 2009; Moskowitz 2001) and the 
turn of psychological and counselling professionals towards “positive psy- 
chology” and “positive thinking” (Cederström and Spicer 2015: 62—63). 
Laid thick with the values of neoliberalism, the discourse of “positive 
mental health” no longer focuses primarily on bringing the “insane” back 
to some state of normality but rather on the self-improvement of the 
individual. It is no longer enough to be “sane” or “normal”; one has to 
be constantly striving to be more positive and happier in life. This is a 
therapeutic quest which perfectly aligns with the neoliberal philosophy of 
personal responsibility and the need to constantly improve the self. It is a 
hegemonic discourse, thinly veiled as a therapeutic and medical expertise 
on the mind which promotes the values and goals of neoliberal capital. As 
Ehrenreich (2009: 8—9) has stated of the “positive thinking” revolution 
in late capitalism, it promotes a model of deficit focused entirely on the 
individual: 


If optimism is the key to material success, and if you can achieve an opti- 
mistic outlook through the discipline of positive thinking, then there is no 
excuse for failure. The flip side of positivity is thus a harsh insistence on 
personal responsibility: if your business fails or your job is eliminated, it 
must [be] because you didn’ try hard enough, didn't believe firmly enough 
in the inevitability of your success. As the economy has brought more lay- 
offs and financial turbulence to the middle class, the promoters of positive 
thinking have increasingly emphasized this negative judgment: to be disap- 
pointed, resentful, or downcast is to be a “victim” and a “whiner.” 
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In the same way, psychiatric labels have come to focus on deficits and 
failings in character which threaten the productivity and consump- 
tion activities of the individual in many social and economic arenas of 
life. Thus, the psychiatric discourse seeks to both depoliticise the fun- 
damental inequalities and structural failings of capitalism as individual 
coping problems while reinforcing the values of competition and self- 
improvement as common sense and taken for granted. Speaking similarly 
of psychotherapy, Parker (2014: 171) states that the individual's 


“adaptation” to capitalism requires psychotherapists not merely to amelio- 
rate the worst excesses of the system, but to ensure that this adaptation is 
geared to inciting and channelling the critical reflexive energy of citizens so 
that the very critique that they make of the economy serves to fine-tune it 
... Thus psychotherapy becomes crucial to the state health apparatus as a 
practice devoted to the balance of dissatisfaction and yearning requisite for 
consumption and production. 


To explain more fully how we have come to self-regulate ourselves under 
a hegemonic psychiatric discourse in neoliberal society, the next section 
draws on Foucault’s theory of bio-power, a subtle form of regulatory 
power focused on the body. 


Bio-Power, Governance, and Psychiatric 
Hegemony 


To counter the claim that psychiatry acts as an agent of social control, 
such professionals commonly point to the many clients who now volun- 
tary approach them demanding a psychiatric label (and often specify the 
medication which they see as the solution to their chosen disorder). They 
also highlight the many grassroots organisations which have sprung up 
to support the “reality” of various mental disorders (e.g., Autism Speaks, 
Children and Adults with Attention-Deficit/Hyperactivity Disorder, and 
the Depression and Bipolar Support Alliance) with anti-stigma campaigns 
and calls to “normalise” these afflictions in line with a growing disabilities 
discourse (Conrad 2007: 87). Further, professionals can cite the global flow 
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of biomedical ideas on mental illness which people are increasingly com- 
municating through social media without any direct intervention from the 
experts (as an example, I was recently forwarded an image from a “friend” 
on Facebook showing brain scans of four “normal” people and four suffer- 
ing from ADHD, PTSD, bipolar disorder, and depression—cue the con- 
clusion that different coloured blobs in the head are the cause of different 
mental illnesses—‘“just because you cart see it,” read the accompanying 
statement, “doesn’t mean someone’s not battling it”). Reflecting on these 
acts of self-monitoring and promotion of the psychiatric discourse from 
the behavioural and happiness sciences, Davies (2015: 258) notes that the 
greatest success of such knowledge claims occurs “when individuals come 
to interpret and narrate their own lives according to this body of expertise.” 

For Foucault, the emergence of industrial society marked a trans- 
formation in the exercise of power from the right to take life to power 
over life (Smart 1983: 90). This was a change in the nature of sovereign 
power towards a focus on the biological; the body becomes an increas- 
ingly important site for the surveillance and governance of the individual. 
Under the developing system of production, populations are to be super- 
vised and managed through more subtle systems of regulation and social 
control, with health and social services being particularly significant to 
the emergence and expansion of bio-power. As Smart (1983: 90) explains, 


[T]he well-being of the population or the social body was the object of 
techniques of power, the focus of their exercise being the conditions affect- 
ing the biological processes of life (e.g. reproduction, mortality, health, 
etc.). The emergence of these respective techniques for subjugating bodies 
and for regulating populations has been identified by Foucault as marking 
the beginning of an era of bio-power. 


Bio-power is thus the merging of the biological with the political. Under 
new expert authorities in industrial society, the body becomes an object 
of knowledge to be monitored, coerced, and controlled in increasingly 
complex ways. Through these techniques the body is made “docile” so 
as to be “subjected, used, transformed, and improved” (Foucault, cited 
in Gastaldo 1997: 114). Expert forms of knowledge on the body such as 
those produced by the psy-professionals become increasingly important 
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in advanced liberal societies as they can regulate individuals beyond the 
traditional sites of state intervention. This general process of regula- 
tion of the population beyond the direct, overt apparatus of the state 
has been referred to in a Foucauldian sense as modes of “governance.” 
“Governmentality” was defined by Foucault (cited in Rose et al. 2006: 
83) as “techniques and procedures for directing human behaviour.” In 
Rose’s (1996: 155, emphasis original) words, 


Governing in a liberal-democratic way means governing through the free- 
dom and aspirations of subjects rather than in spite of them. The possibil- 
ity of imposing “liberal” limits on the extent and scope of “political” rule 
has thus been provided by a proliferation of discourses, practices, and tech- 
niques through which self-governing capabilities can be installed in free 
individuals in order to bring their own ways of conducting and evaluating 
themselves into alignment with political objectives. 


Rose would disagree, but I believe that these political objectives are to rein- 
force class rule and facilitate the maximisation of profits for the elites. As 
the social state has declined, the governance of individuals through neolib- 
eral health and wellness discourses—including psychiatric ideology—has 
allowed for a more subtle form of social control to emerge, one that gov- 
erns bodies “at a distance” through the extension of bio-politics. This is 
the expansion of ruling class hegemony through the spread of psychiatric 
myths into previously untouched areas of social and economic life. It is a 
most profound form of social control, as it appears in daily life as if we have 
consented to this expansion of psychiatric authority. After all, no one forced 
us to recognise our own unproductiveness because we spend too much time 
at the computer playing solitaire; rather, we now seem to be proactive in 
realising we have a “problem’—anything from attention-deficit and work 
avoidance behaviour to gaming addiction and obsessive behaviour—and 
require “help.” Thus, an important part of bio-politics in neoliberal society 
is self-surveillance, with Rose (1999: 11, emphasis added) noting that, 


Through self-inspection, self-problematization, self-monitoring, and con- 
fession, we evaluate ourselves according to the criteria provided for us by others. 
Through self-reformation, therapy, techniques of body alteration, and cal- 
culated reshaping of speech and emotion, we adjust ourselves by means of 
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the techniques propounded by the experts of the soul [meaning, the 
psy-professionals]. 


For neo-Foucauldian scholars, this governance at a distance is not neces- 
sarily a negative thing. Instead, it can empower individuals in negotiating 
their many public and personal responsibilities, and in understanding the 
limits of their actions and behaviour in society. Yet at its heart, notes Furedi, 
this “therapeutic governance” has a weak conception of individual capac- 
ity. It remains a top-down view of the individual which “represents scepti- 
cism towards the ability of people to act as responsible citizens, without 
the support of professionals who knows [sic] best what is in their interest” 
(Furedi 2004: 196). Instead, it can be more accurately hypothesised. that 
the current popularity of mental health self-surveillance and mental illness 
self-labelling results from psychiatric hegemony and its imbued neoliberal 
ideology of risk and personal responsivity. As Clarke et al. (2003: 171-172) 
have stated of this focus on medical surveillance in neoliberal society, 


[H]ealth becomes an individual goal, a social and moral responsibility, and 
a site for routine biomedical intervention ... the focus is no longer on 
illness, disability, and disease as matters of fate, but on health as a matter 
[of] ongoing moral self-transformation. 


Through psychiatric hegemony, then, we are all implicated as “at risk” 
of mental illness and must constantly self-monitor for potential signs of 
disorder (as many professional associations and drug adverts advise us). 
Clarke (2013: 418) has summated the importance of this mental health 
self-governance in neoliberal society with reference to the rise of disorders 
such as ADHD. She states, 


Neo-liberal governance is typified by its emphasis on citizen involvement 
as individuals take independent action and become enterprises (or entre- 
preneurs) unto themselves and in a sense police themselves by internalising 
and enacting prevailing truths about the identification and management of 
risks ... Neo-liberalism depends on self-governance (or in the case of chil- 
dren, governance by parents and similar authorities). For instance, mothers 
increasingly turn to ... individualising children’s (mis)behaviour as disor- 
dered through mental illness discourse, of which attention deficit disorder 
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(ADD)/Attention deficit hyperactivity disorder (ADHD) is the most prev- 
alent around the globe today. 


The parent has successfully sought help and aided the medicalisation 
of the child’s deviant behaviour (Chap. 5). This is a neoliberal process 
of social control which is so successful that Norris and Lloyd (cited in 
Adams 2008: 119) have noticed that the mental illness diagnosis often 
comes as a relief to the parent 


first, because they have located the “cause” of their child’s distress, and 
secondly, because they, as parents, are not to blame ... Their child’s “abnor- 
mal” behaviour is, in this account, a medical issue to be rectified through 


medication that makes “normal” their child’s brain dysfunction. 


What is also evident here is that the biomedical model is crucial to pro- 
moting neoliberal solutions focused on the individual. This success- 
fully depoliticises the non-conformity of the child through suggesting 
that “chemical imbalances” in the brain are the problem. As a frontline 
psychiatrist herself, Moncrieff (2008: 243) has recognised that the rise 
of biomedical psychiatry and neoliberalism are intrinsically linked: “the 
chemical imbalance idea of psychiatric problems facilitates the neoliberal 
project,” she argues, and “features of neoliberalism in turn strengthen the 
chemical balance theory and biopsychiatry more generally.” The increas- 
ing social and economic disparities in neoliberal society are individual- 
ised through biomedical ideology. Moncrieff (2008: 248—249) states that 
this represents 


a clear instance of the medicalization of political discontent. But this situ- 
ation is not overtly coercive. This view has not been imposed on people by 
direct force. People themselves have come to see their problems as indi- 
vidual problems, emanating from their brain chemistry. 


Thus, biomedical ideology as a part of psychiatric hegemony has become 
the dominant “solution” to what are social and economic conditions of 
late capitalism. Biomedicine promises a range of corrections in line with 
neoliberal conduct, such as improved productivity and marketability as 
well as “recovery” and the “normalisation” of mental disorders for those 
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who are at risk of deviating from their expected roles as workers, consum- 
ers, students, homemakers, and reproducers of the future workforce. Yet 
psychiatric hegemony encompasses more than the dominant biomedical 
rhetoric, and can also be detected in social models of the psy-professions. 
Feminist therapists, for example, argue that a legitimate response to a 
climate of anti-feminism is now to work on the self-esteem of their cli- 
ents. “Hence,” remarks Dubrofsky (2007: 266), “social, political, and 
economic problems are turned into personal problems that can be solved 
by an individual who is willing to work on him- or herself.” It is but 
one example of an all-encompassing psychiatric discourse that denies the 
social and political realities of late capitalism and has successfully placed 
the focus back on the individual as the site of change. 


Summary 


Thirty-five years ago, Ingelby (1980: 54) predicted an expansion of psy- 
chiatric ideology into the public sphere when he stated that psychiatric 
ideas were being “incorporated within ‘common sense’ itself.” No longer 
was the mental patient to be subject to overt forms of oppression within 
the psychiatric institution; rather, the patient would come to embody 
psychiatric discourse on a more voluntary basis. “For as the mental hos- 
pitals are phased out,” remarked Ingelby (1980: 54), 


more and more treatment takes place in the doctor’s surgery and the gen- 
eral hospital; but the mental patient is still just as effectively incarcerated 
within his role. Moreover, this role is internalized within the patient’s own 
thinking and that of the people around him or her, and it guides every- 
body’s self-interpretations, whether or not they ever become patients. 


As the neoliberal project has developed, we have all become implicated 
as subjects at risk of mental disorder. This is not, however, due to any 
advancement in the knowledge on real pathology but rather an expansion 
of the psychiatric discourse to the point where it has taken on hegemonic 
status. It is more than coincidence then that, as Davies (2015: 177) 
has observed, “[t]he entanglement of psychic maximization and profit 


3 Psychiatric Hegemony: Mental Illness in Neoliberal Society 93 


maximization has grown more explicit over the course of the neoliberal 
era.” As I have argued in this chapter, neoliberalism requires a compli- 
ant and competitive population focused on correcting and improving 
their emotions, behaviour, and social capacities. This has been aided by 
the expansion of the psy-professions in governing populations “at a dis- 
tance”; psychiatric hegemony has depoliticised fundamental inequalities 
of capitalism while proliferating neoliberal values through its classifica- 
tions and philosophies on “treatment.” The pretext of scientific authority 
on the mind has allowed the psy-professions to enforce ruling class values 
and norms as consensual and taken-for-granted assumptions of human 
behaviour. This has happened to such an extent that individuals are now 
involved in acts of self-surveillance, seeking the solution to the struc- 
tural failings of neoliberal society through individual DSM symptoms of 
“mental illness.” 

The psychiatric profession has always been a site of social control for 
policing the working classes within industrial society, yet their ideological 
role has never been as significant as it currently is. Over the chapters that 
follow, I will systematically demonstrate the development of this psychi- 
atric hegemony by drawing on the evidence of psy-expansionism into the 
world of work and employment, through exploring youth deviance and 
the education system, through investigating the social control of women 
and the reinforcement of the division of labour, and with the continued 
pathologisation of social and political dissent. 
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4 


Work: Enforcing Compliance 


In this chapter, I profile the increasing encroachment of psychiatry and 
the psychological sciences upon the world of work. I argue that such 
expansionism has served a number of key goals for the profession and 
for capitalism, including professional legitimation and the expansion of 
expertise, increased profit and the consumption of goods and services and, 
most importantly, the naturalisation of unequal and exploitative relations 
in the workplace. I will demonstrate here that it is more than coincidence 
that the conceptualisation of work as a form of treatment or “therapy” by 
psychiatrists coincided with the development of industrial capitalism in 
the nineteenth century. “Work therapy” continues today, yet I will show 
that psychiatry’s role has moved from that of the social control and pun- 
ishment of the unemployed and the non-able bodied in the asylums to 
a more subtle focus on reinforcing compliant work regimes and perma- 
nent “self-growth” ideologies on the precarious worker in neoliberal soci- 
ety. This exploration of dominant notions of work and unemployment 
therefore gives special attention to the emerging hegemonic role played 
by the mental health experts within the neoliberal workplace. This can 
be demonstrated through changes within professional practices and the 
psychiatric discourse embedded in the categories of “mental illness” given 
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in successive DSMs since 1980. The discussion will show that psychiatry 
and allied psychological sciences have expanded their areas of jurisdiction 
into the workplace of the white-collar worker at the behest of capitalist 
enterprise, where self-surveillance and a continual working on the self has 
become a part of the increased need for an efficient, flexible, and mobile 
labour force. 

Psychiatry has always been a conservative vocation which seeks to rein- 
force and maintain the status quo, where the dominant norms and values 
of society are normalised and deviations from them are pathologised. 
This is clearly evidenced when exploring psychiatric interventions in the 
world of work. The nature of work has changed dramatically over the last 
two centuries with the relations of production having grown increasingly 
complex; the serfs have been emancipated and replaced by an increas- 
ingly flexible and precarious pool of labour required for global growth. At 
the same time, what has not changed is the intervention of the psychiatric 
discourse to justify oppressive labour relations as normal and inevitable 
through the depoliticising and individualising of economic hardships 
in the workplace. To take but one example, I woke up one afternoon 
recently to find that the 2014 Noble Prize winners in psychology were 
suggesting that my tendency to stay up late rather than get up early was a 
sign of “Machiavellianism, secondary psychopathy, and exploitive narcis- 
sism” (Jonason et al. 2013: 538). Obviously, some of psychiatry’s little 
helpers had been getting up very early in the morning to grapple with the 
theories of evolutionary psychology and the problem of vampires. The 
authors did at least admit that a limitation of their study could be the pre- 
dominance of students in their sample; “night-time preferences may be 
strongest in college-students,” state Jonason et al. (2013: 540), “because 
of the freedom afforded to stay up late and lessened need to work rela- 
tive to adults.” Behind the wackiness of such research lies a serious moral 
message informed by the needs of liberal democratic societies for good 
citizens and workers to rise early and go to bed at a reasonable time. A 
point summarised more generally by Phil Brown (1974: 47—48) when 
he states that “[a]s guardians of morality, the psychiatric-psychological 
establishment must put into the textbooks the definitions of mental ill- 
ness that best reflect the dominant social values of the bourgeoisie.” 
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Moral Treatment and the Work Ethic 


As was discussed in Chap. 2, crucial to the early formation of the asylum 
attendants—later to be renamed as “alienists” and then “psychiatrists’— 
as a legitimate group to manage the insane was the appropriation of the 
“humanist” philosophy of “moral treatment” from Pinel and Tuke. In 
line with the dominant values of early industrial society, the exposure to 
and reinforcement of appropriate behaviour could correct deviant char- 
acter. In theory, the “mad” would no longer be chained, tortured, and 
warehoused by society, instead they would be taught how to behave and 
act appropriately without fear of punishment. In turn, good behaviour 
would be rewarded with humane care and the potential to re-join the 
world outside the institution. The stick had been replaced by the carrot; 
as long as the patient could learn the rules and behaviour of this new 
society, they had nothing to fear. 

As with the prison and workhouse, one of the primary features of 
moral treatment at the York Retreat was the importance of work in the 
daily regime of the inmates and, equally, a distain for idleness. Even if the 
work was of little value in itself, it reinforced a moral imperative in the 
mind of the deviant. As Foucault (1988a: 247) reflected, 


Work comes first in “moral treatment” as practiced at the Retreat. In itself, 
work possesses a constraining power superior to all forms of physical coer- 
cion, in that the regularity of the hours, the requirements of attention, the 
obligation to produce a result detach the sufferer from a liberty of mind 
that would be fatal and engage him in a system of responsibilities. 


Samuel Tuke was of the opinion that “of all the modes by which patients 
may be induced to restrain themselves, regular employment is perhaps the 
most generally efficacious” (cited in Scull 1989: 90). Under such a “treat- 
ment” regime, work had a moral value in self-regulating the behaviour 
of the deviant. This was a new form of moral surveillance in industrial 
society and one which was as applicable to the prisoner, the poor, and 
the mad as it was to the factory worker. It is this moral authority of such 
management and daily regimes as found in wider capitalist society which 
psychiatry progressed with the expansion of institutions for the insane 
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throughout Europe and America in the nineteenth century. The key to 
psychiatrists successfully establishing themselves as the “experts on the 
mind” was their appropriation of moral treatment as a “scientific” system 
of care for the management of the insane which—more that coinciden- 
tally—conformed to the values of the dominant social order. As Pollard 
has noted, industrial capitalism demanded “a reform of ‘character’ on the 
part of every single workman, since the previous character did not fit the 
new industrial system” (cited in Scull 1989: 91). A new set of competitive 
norms had to be taught and internalised through the new institutions by 
disciplinary techniques rather than coercion, and this applied as much to 
those labelled as “mad” as to the rest of society. Thus, the appearance and 
success of moral treatment can only be fully understood within the wider 
social and economic context in which it emerged, a point reinforced by 
Scull (1989: 92) when he notes, 


The insistence on the importance of the internalization of norms, the con- 
ception of how this was to be done, and even the nature of the norms that 
were to be internalized—in all these respects we can now see how the 
emerging attitude toward the insane paralleled contemporaneous shifts in 
the treatment of other deviants and of the normal. 


Following the philosophy of moral treatment, regimes of work were 
established in institutions for the insane so that the chances for idle- 
ness among these deviant populations would be minimised and the 
work ethic could be reinforced as part of the new, dominant approach to 
“care.” Farms were to be attached to asylums to offer the opportunity for 
“the kind of regular employment which greatly helped to restore men’s 
minds” (Scull 1993: 150). However, while still stressing the therapeutic 
benefits of moral treatment, as the asylums grew in size, the work under- 
taken by patients became more orientated to the goals of the facility. 
Similar to prisons, inmates of asylums could be found “employed” in the 
asylum laundries, as farm labourers, and for undertaking other menial 
tasks within the institution (Scull 1993: 288—289). Thus, “work therapy” 
became an excuse for patients to be used as cheap labour for the smooth 
running of the institution. This would be a constant of inpatient exis- 
tence until such establishments were phased out in the latter half of the 
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twentieth century, with Brown (1974: 51, emphasis original) comment- 
ing on psychiatric institutions in the 1970s that 


[hJard work, faith in one’s superiors and rule-following are taught, backed 
up with the wide range of threats available to hospital staff. Everything 
done żo the patients is seen as something for the patients—“work therapy,” 
“recreational therapy,” etc. Thus cheap labor on the wards and in “occupa- 
tional therapy” is obtained in the guise of help. 


The “Humanisation” of Work 


The impact of the psychological sciences on the work environment out- 
side the institution was not felt until after World War II. The post-war 
economic boom created an environment of labour shortages and low 
retention, and under these circumstances economic elites became increas- 
. . . cC » cC . » C . 

ingly interested in the “psychology” of the “productive worker.” “Business 
managers, beset by high rates of absenteeism and job turnover,” reiterates 
Napoli (cited in Cautin et al. 2013: 43) of the situation in America, 


took unprecedented interest in hiring the right worker and keeping him 
contented on the job. Management turned to psychologists ... and the 
amount of psychological testing quickly increased. Surveys show that in 
1939 only 14 % of businesses were using such tests; in 1947 the propor- 
tion rose to 50 %, and in 1952, 75 %. 


From finding and retaining the “right worker” through psychological test- 
ing developed the associated idea of the “happy worker”—an employee 
who, through positive reinforcements, could increase rates of productiv- 
ity and, consequently, profits. Work was no longer seen only as a neces- 
sity for survival within capitalist society but a place of improvement, 
importantly a place to improve oneself. As Rose (1999: 56) has summarised 
of this so-called “humanization” of work, “correctly organized, produc- 
tive work itself can satisfy the worker; the activity of working itself can 
provide rewarding personal and social relations for those engaged in it; 
good work can be a means to self-fulfilment.” The psychological sciences 
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had a significant role to play in the development of new techniques for 
the selection, management, and improvement of the workforce (Rose 
1999: 82), and the branches of occupational and industrial psychology 
expanded significantly during this period. 

Changes in the industrial base of capitalism in the 1970s only served 
to expand psy-professional practice still further. As the manufactur- 
ing sector was replaced in economic significance by growth in the ser- 
vice industries, changing skills were required within the labour force. 
Traditional manual labour was declining while there was a burgeoning 
skills gap within white collar occupations. Thus, the labour force was 
put under increasing pressure to “adapt” and “upskill” to meet the needs 
of the changing marketplace. The new aptitudes required by employ- 
ers included social skills, problem-solving skills, independent and team 
working, a flexible approach to work, as well as workers ready to fur- 
ther upskill. In the future, people would have to demonstrate high levels 
of “employability” within their jobs and what Elraz (2013: 810) calls a 
“sellable self” which will be, “associated with the constant expectation 
to perform, manage-impression, self-promote and ‘sell’ oneself as an 
attractive product: with no ‘faults’, ‘weaknesses’ or ‘limitations’, always 
ready to be, and do ‘more’.” This “new subjectivity of work” (Rose 1999: 
106) has meant that the individual worker has become a key site for psy- 
professional intervention in neoliberal society. I experienced one example 
of this intervention at first-hand when I was employed at a Training and 
Enterprise Council in England in the early 1990s. Both employees and 
our unemployed “clients” were offered the chance to undertake taxpayer- 
funded neurolinguistic programming, a business-orientated form of neu- 
rocognitive therapy. The presence of this “training initiative” is a small 
demonstration of the successful creep of the psychological sciences into 
the work environment over this period—those to be re-skilled learnt in 
these sessions that the way to real, long-lasting, and personally satisfying 
success was to examine their own weaknesses and confront their personal 
barriers to achieving a job. The discourse of neurolinguistic programming 
fitted perfectly with the dominant notions of the sellable self, where suc- 
cess in employment was intrinsically tied to the self-actualisation of the 
person; an increasing need within neoliberal capitalism to “work on the 
ego of the worker” (Rose 1999: 113). 
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The idea of “positive thinking” and the opportunity for “personal 
growth” brought about by the expansion of the psy-professions into the 
world of work has been indoctrinated on the employed and unemployed 
alike. Ehrenreich (2009: 45) recounts the experience of laid-off white- 
collar workers as follows: 


At the networking groups, boot camps, and motivational sessions available 
to the unemployed, I found unanimous advice to abjure anger and “nega- 
tivity” in favor of an upbeat, even grateful approach to one’s immediate 
crisis. People who had been laid off from their jobs and were spiraling 
down toward poverty were told to see their condition as an “opportunity” 
to be embraced ... [T]he promised outcome was a kind of “cure”: by being 
positive, a person might not only feel better during his or her job search, 
but actually bring it to a faster, happier conclusion. 


I would argue that what is taken by employers, managers, benefit officers, 
work counsellors, and occupational psychologists as “negative thinking” is 
the continued ability of people to think critically about their situation and 
consider it in a wider political context. This is the antithesis of the required 
compliant employed or unemployed citizen in neoliberal society, and the 
psy-professions have sought to depoliticise and individualise such think- 
ing through their expansion of hegemonic notions of “happiness,” “posi- 
tive thinking,” and “positive mental health.” As psychotherapist Richard 
Brouillette (2016) recently admitted, a concentration on individual narra- 
tives by the profession means that “therapy could easily become an arm of 
the state, seeking to ‘cure’ listlessness or a reluctance to work, potentially 
limiting social and political awareness among those it is intended to serve.” 

Rose (1999: 114) has noted that a focus on positive mental health 
in the workplace has included management policies aimed at “richness 
of self, self-acceptance, growth motivation, investment in living, unified 
outlook on life, regulation from within, independence, and adequacy of 
interpersonal relations.” In contrast, mental il//ness in the workplace can 
broadly be conceived as the opposite; for example, those who are perceived 
as having poor interpersonal relations, who show a lack of independence, 
and have “negative” personality traits which limit their “growth” poten- 
tial (e.g., introversion, shyness, melancholia, and pessimism). 
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The current prevalence of mental illness in the labour force is estimated 
to be one in every four workers. The Partnership for Workplace Mental 
Health (2006: 6) estimates that the indirect annual costs of mental ill- 
ness to American employers may be as high as $100 billion. Whereas 
a straight Marxist analysis would suggest that the increased alienation 
of workers in neoliberalism leads to greater levels of sickness including 
mental disorder (see, e.g., Robinson 1997; Rosenthal 2010; Rosenthal 
and Campbell 2016), there is a need to consider the interventions of 
the mental health system in the world of work as increasingly useful in 
ideological terms, justifying the precarious conditions that we currently 
work under as natural and inevitable. I argue here that mental illness 
designations are increasingly focused on the world of work and serve an 
important role in depoliticising employment relations; instead of recog- 
nising power disparities in the work environment, new and/or changing 
diagnostic categories of mental illness encourage workers to problematise 
the self rather than the organisation or wider society. 

Table 4.1 shows the quantity of work-related terminology used in each 
edition of the DSM. The number of such phrasings has significantly 
increased over time, from a count of 10 in the DSM-I to 387 in the 
DSM-5. References to “work,” “working,” or “worker” are particularly 
evident in mental disorders from 1980 onwards and, despite being a 
similar sized manual to the previous edition, the DSM-5 increased the 
use of such phrasings by almost a third (it is worth noting that part of 
this increase is due to the introduction of the workplace to the previously 


Table 4.1 Number of work-related words/phrases in the DSM, 1952-2013? 


DSM- DSM- DSM- 

DSM-I DSM-II Ill III-R DSM-IV IV-TR DSM-5 
Word/phrase (1952) (1968) (1980) (1987) (1994) (2000) (2013) 
Business 4 0 8 7 9 9 11 
Unemployed/ment 1 0 6 17 31 23 46 
Employed/ees/ers/ment 
Flexible/ility 0 0 0 1 7 4 14 
Loss of job/employment/ 0 0 8 1 9 10 16 

job loss 

Under/unproductive/ity 0 0 10 2 11 8 12 
Work/ing/er 5 1 72 122 186 204 288 


Total count 10 1 104 150 253 258 387 
aSee Appendix A for methodology. 
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school-defined ADHD diagnosis, a classification which Conrad (2007: 
139) has referred to as representing “the medicalization of underperfor- 
mance”). As expected, the DSM-III in 1980 shows a large increase in 
the references to workplace terminology. Following the construction of 
DSM-III, a number of mental illness classifications have appeared which 
have specifically sought to pathologise behaviour and personality traits 
which are seen to limit the desired skills and roles of workers in the neo- 
liberal workplace; these include disinhibited social engagement disorder 
and social anxiety disorder. To illustrate my argument for the workplace 
as a site of psychiatric hegemony I will now outline the latter diagnosis as 
an appropriate case study. 


Case Study: Social Anxiety Disorder 


First classified in the DSM-III (American Psychiatric Association 1980: 
227-228) as social phobia under the notoriously vague—yet increasingly 
useful—lexicon of anxiety disorders, the primary symptom of social anxi- 
ety disorder (SAD) was a “persistent, irrational fear of, and compelling 
desire to avoid, situations in which the individual may be exposed to 
scrutiny by others” (American Psychiatric Association 1980: 227). As 
acknowledged by Lane (2007: 72-75), the development of this diagnosis 
by the DSM-III committee had little to do with any scientific study on 
the topic and much more to do with acquiring a set of descriptive, inclu- 
sionary behavioural criteria under the watchful eyes of pharmaceutical 
patrons such as Upjohn. By the 1990s, social phobia was being named 
“the disorder of the decade” (Aho 2010: 191); this situation was signifi- 
cantly aided—not for the last time—by a loosening in diagnostic criteria 
with the deletion of the phrase “compelling desire to avoid” in the revised 
edition of the DSM-III (American Psychiatric Association 1987: 241). 
With only the mental disorders of alcohol dependence and major depres- 
sive disorder affecting more people, those who currently suffer from SAD 
in the United States are estimated to represent at least 13 per cent of the 
population (Aho 2010: 191). 

If there really was originally an attempt to exclude “normal” behaviour 
from the criteria for SAD, this appears to have completely vanished by 
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the time of the release of the DSM-5 (American Psychiatric Association 
2013: 202), where the first symptom of the disorder is now a, 


Marked fear or anxiety about one or more social situations in which the 
individual is exposed to possible scrutiny by others. Examples include 
social interactions (e.g., having a conversation, meeting unfamiliar people), 
being observed (e.g., eating or drinking), and performing in front of others 
(e.g., giving a speech). 


Readers may be reflecting on whether they have also shown similar anxi- 
eties in such social situations, arguably many of us have. Is this normal 
behaviour—an irritating if perhaps necessary fallibility of something 
which maybe makes us who we are—or is it a pathology, an illness which 
requires treatment? Critics have argued that the APA’s invention of SAD 
represents the successful medicalisation of shyness, a natural human emo- 
tion (Lane 2007; Scott 2006). Thus, the diagnosis can be conceptualised 
as a label given to those deviating from dominant neoliberal norms of the 
model citizen and worker who should now be assertive, gregarious, and 
an aggressive go-getter. As Scott (2006: 134) saliently comments, thanks 
to the development of the SAD label, the psy-professionals now assert 
that “being shy is a barrier not only to personal relationships but also to 
career advancement and civil interaction with strangers, acquaintances 
and friends.” 

There are a number of key reasons that have been given by scholars 
for the “discovery” and expansion of SAD. These include the influence 
of pharmaceutical companies on such “diagnostic creep,” the potential 
for jurisdictional expansion by psychiatrists and allied professions, and 
the promotion of shyness as a medical problem by advocacy groups and 
research institutions (see, e.g., Conrad 2007; Lane 2007; Moynihan 
and Cassels 2005; Scott 2006). However, while there is plenty of evi- 
dence to suggest that these factors have had a significant impact on the 
expansion of SAD throughout western society, they do not explain psy- 
chiatry’s original focus on shyness towards its initial appearance in the 
DSM-III. Such an analysis involves a wider socio-historical analysis of 
psychiatry’s primary function within western society. Aho (2010: 201) 
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has been one to offer such a critique of those who forward the political 
economic view of medicalisation as simply, “a product of recent capitalist 
collusion between the pharmaceutical industry, managed care organiza- 
tions ... and advocates of the new DSM.” Instead, he states that “before 
medical professionals and pharmaceutical conglomerates can profit from 
pathologizing certain behaviors, a web of historical meanings is already in 
place, working behind our backs to determine what will count as normal 
and abnormal” (Aho 2010: 201). 

As I have outlined earlier in this book, the institution of psychiatry 
does not work in a vacuum, somehow above the everyday norms and 
values of wider society; rather, they are a profession with a particular con- 
servative zeal for upholding the current social order through their work. 
When behaviour becomes unacceptable to the needs of capitalism, the 
profession seeks to pathologise such deviance. This process does not hap- 
pen overnight but through a progression of debate, research, and move- 
ment towards a collective focus on such areas. In this case, the research 
on shyness from Philip Zimbardo (1977)—the former president of the 
American Psychological Association—is seen as key towards the devel- 
opment of social phobia as a category of mental illness. Significantly, 
his research did not suggest that shyness was a mental illness, but rather 
noted a concern that people with such characteristics were likely to be 
seriously disadvantaged as society began to change. Zimbardo (1977: 5, 
emphasis added) commented on the “condition,” 


Shyness is an insidious personal problem that is reaching such endemic 
proportions as to be justifiably called a social disease. Trends in our society 
suggest it will get worse in the coming years as social forces increase our isola- 
tion, competition, and loneliness. Unless we begin to do something soon, 
many of our children and grandchildren will become prisoners of their 
own shyness. 


The traits of shyness—including timidity, mistrust of others, and a lack 
of self-assertion (Zimbardo 1977: 13)—were conceptualised as increas- 
ingly problematic within contemporary society and therefore a justifiable 
focus for psychiatric activity. This is tacit acceptance that such behaviour 
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has not been found to be a mental disorder as a result of rigorous testing 
but rather is socially dictated and culturally relative; shyness becomes a 
“social disease” (i.e., a social deviance) in need of treatment. Thus, “the 
rise of social phobia,” states Cottle (1999: 25), 


offers a glimpse not so much at the anatomy of a specific illness as at the 
still inherently subjective nature of psychiatric medicine and the cultural 
forces that help draw the boundary between what we are told to think of as 
normal and what we are told to consider pathological. 


Concerned with the need for workers to conform to the desired norms 
and values necessary to “succeed” in neoliberal society, the psy-professions 
have stigmatised and “othered” those once considered only shy, intro- 
verted, or reticent co-workers. This process of psychiatrists labelling the 
shy as mentally ill has also been previously highlighted by Scott (2004: 
133) who acknowledges that, in comparison, the non-shy self, 


embodies the cultural values of contemporary Western societies: ambition, 
assertiveness, competitiveness and individualism. This dominant ideal can 
be used to stigmatize those who fail to live up to such expectations, whose 
difference is attributed to individual pathologies rather than to an unreal- 
istic cultural ideology. 


The success of psychiatric hegemony here is that since the original con- 
struction of social phobia in 1980, workers have become more inclined to 
self-label and entertain the possibility of therapy and drug treatment for 
their failure to be more sociable and assertive at their place of work. This 
situation has further legitimated the extension of the psy-professions in the 
areas of unemployment, job training, and work, reinforcing the neoliberal 
focus on the self as the site of change, while simultaneously depoliticising 
the increasingly alienating work environment and constant pressures on 
employees to upskill and be “more employable” in the jobs market (see 
Elraz 2013). Through the pathologisation of such “non-sellable” traits, 
Lane (2007: 208) argues that what counts as acceptable behaviour within 
the population has been narrowed to such an extent that “we now tend to 
believe that active membership in community activities, the cultivation of 
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social skills (becoming a ‘people person’), and the development of group 
consciousness are natural, universal, and obligatory aims.” 


Summary 


As Roberts (2015: 24) has pointed out of the recent increase in the use of 
the “autism” label by the psy-professions, the pathologisation of shyness 
reflects neoliberal capital’s desire for “emotional labour” within the work 
force. “It is no longer enough just to shift product,” states Roberts (2015: 
24), “one must now do it with a smile, with ‘sincerity, with a friendly 
touch.” In this chapter I have discussed the psy-professionals' involvement 
in the area of work from utilising it as a form of “therapy” for idleness 
in the nineteenth century to encompassing dominant neoliberal ideals 
of employability and productivity in the current DSM. Reinforcing the 
ideological prerogatives for workers to concentrate on their individual 
failings rather than the social reality of their collective exploitation under 
capitalism has allowed the experts of the mind to expand their areas of 
jurisdiction into the office, factory, home, and—as we shall see in the 
next chapter—the school. 

In 2014, the Bureau of Labor Statistics ranked industrial—organisa- 
tional psychologists as the fastest-growing occupation in the United 
States, with Farnham (2014) noting of the profession that “their expertise 
results in better hires, increased productivity, reduced turnover, and lower 
labor costs.” Meanwhile, the UK governments Department for Work 
and Pensions has recently been considering compulsory mental health 
counselling for the unemployed and possible sanctions for those who 
refuse such “treatment” (Gayle 2015). Again we witness here the expan- 
sion of psy-professions as they align their “expertise” and “science” with 
the needs of capitalism. Contrary to what our managers are telling us, the 
infiltration of psychiatry and allied professions into our work lives is not a 
progressive step in the health field, rather it signals the closer surveillance 
and social control of labour under neoliberal conditions. The following 
chapter moves on to discuss how the future workers have also become 
victims of this psychiatric hegemony through the closer monitoring of 
their behaviour in the education system. 
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5 


Youth: Medicalising Deviance 


This chapter considers the key economic and ideological factors within 
capitalist society that have precipitated what might be described as the 
relatively recent psychiatric and therapeutic “gold rush” of diagnosing 
young people with ever greater varieties of mental illness. As regimes of 
work have changed throughout the twentieth century and the demand 
for the workforce to possess higher and more complex skills has become 
greater, it will be shown that a focus on compulsory schooling justifies 
the closer surveillance and control of youth behaviour by psychiatric and 
associated professions. In forwarding the central argument of this book, 
a socio-historical analysis is performed on the diagnosis of ADHD, cur- 
rently the most popular mental illness label given to school-aged children 
and young adults. While considering the issues of deinstitutionalisation, 
psy-professional struggles over jurisdiction, and the encroaching power 
of the pharmaceutical industry, the ADHD case study, along with textual 
analyses of consecutive DSMs, will show that the increasing infiltration 
of the psychiatric discourse into the education system serves a significant 
function for capitalism in enforcing dominant moral codes and economic 
prerogatives while pathologising any deviation or resistance to these pat- 
terns of authority. 
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Wilkinson and Pickett (2010: 63) estimate that a million children 
in Britain are currently mentally ill, including one in ten of those aged 
between five and sixteen. Understanding these figures in the context of 
the education system, the scholars note that “in any secondary school 
with 1000 students, 50 will be severely depressed, 100 will be distressed, 
10-20 will be suffering from obsessive-compulsive disorder and between 
5-10 girls will have an eating disorder” (Wilkinson and Pickett 2010: 
63). And the numbers appear to be growing. For example, in the case of 
attention-deficit/hyperactivity disorder (ADHD), three to five per cent 
of young people in the US were diagnosed with the disorder in 1970s 
(Conrad 2006: xi) whereas the current estimate is between seven and 
nine per cent of the youth population (Bowden 2014: 423). Recent stud- 
ies from the US Centers for Disease Control and Prevention suggests an 
even higher rate of 11 per cent of school-age children, including 20 per 
cent of the male population (Saul 2014: 16). This represents a growth 
in ADHD in the US of 41 per cent in the last ten years (Saul 2014: 
16). Whitaker and Cosgrove (2015: 92) estimate that 3.5 million young 
people in America are now being prescribed ADHD medication, which 
is “nearly six times the number in 1990.” 

As will be detailed later in this chapter, my analysis suggests that the 
range of mental disorders that can be associated with young people is 
currently 47 from a total of 374 classified in the DSM-5. Fifty years ago, 
in the first edition of the DSM, the figure was just eight. This impressive 
picture of the current “epidemic” of child mental illness can be contrasted 
with the knowledge that just a hundred years ago cases of mental disorder 
in children was considered most rare, with there being no specific pathol- 
ogy that psychiatry believed affected young people in particular (Timimi 
2008: 166). How can we explain the increase in the rates and numbers 
of mental illnesses said to be afflicting young people across western soci- 
ety, especially over the past 35 years? Critical scholars have pointed to a 
number of factors including the consideration of psychiatrists as “moral 
entrepreneurs” responsible for the increased medicalisation of childhood, 
the need for a continual expansion of psy-professional activity into new 
areas of public and private life, and the role of pharmaceutical companies 
in distorting notions of “mental illness” to increase the profits from drug 
consumption (Rose 2006: 476—479). While the increasing medicalisation 
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of deviant behaviour is a common theme within much of this scholar- 
ship, writers are cautious as to the seemingly complex dynamics whereby 
a specific aspect of young peoples’ behaviour becomes categorised as a 
new mental illness by psychiatry (though pharmaceutical companies are 
often seen as a key agent here). Rose (2006: 480), however, has suggested 
that this medicalisation thesis should be tempered by a more “subtle” and 
less deterministic approach through which we can understand how both 
individuals and their doctors discursively code experience “in relation to 
a cultural norm of the active, responsible, choosing self, realizing his or 
her potential in the world through shaping a lifestyle.” 

The argument I develop here is much simpler than either Rose’s or the 
medicalisation scholars, less subtle maybe, but certainly more straight- 
forward: rates of mental illness for young people have increased because 
of capitalism’s need to mould the moral character of the individual at an 
earlier age than previously. As the last chapter documented, neoliberalism 
has seen the progressive creep of psychiatry and associated professions 
into the workplace, training centres, and welfare and unemployment 
offices to enforce self-surveillance and progress “character building” in the 
interests of capitalism. Likewise, such regimes depoliticise and patholo- 
gise resistance through re-framing the systemic problems of an alienat- 
ing and unfulfilling work environment as symptoms of “mental illness” 
and, thus, part of an individual’s own failings. With the requirement for 
more compliant, competitive, and skilled citizens needed for the neolib- 
eral marketplace, the psy-professionals have also intensified their focus 
on youth; this has particularly been achieved through the compulsory 
education system as the primary site for surveillance and, consequently, 
diagnostic expansion. This chapter begins by outlining the social con- 
struction of “children” and “young people,” and the subsequent concern 
for their moral obligations by welfare agencies. It will then focus on the 
introduction of compulsory schooling as well as the development of child 
psychology and child psychiatric services which emerge from the educa- 
tion factories. Discussion of the post-war struggle for professional juris- 
diction of disturbed and disabled children will be given, followed lastly 
by a detailed analysis of psychiatry’s increasing focus on young people in 
neoliberal society. 
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The Social Construction of Childhood 


At the end of the twentieth century, Rose (1999: 123) stated that child- 
hood had become “the most intensively governed sector of personal 
existence.” This includes the surveillance of the home and the school by 
health, welfare, and education services. It was not always this way; in fact, 
“childhood” as a separate and distinct phase of the life cycle only emerges 
with the Enlightenment and then develops further with industrial society 
(Aires 1962; Conrad and Schneider 1992: 145). Before this period, little 
attention was shown to these smaller versions of adults who were afforded 
the same rights and obligations as the rest of the population. Specifically, 
the nineteenth century saw key changes in this view, as birth and the first 
years of a person's life were reconceptualised as a period of significance to 
industrial citizens’ future physical and moral health. The early years were 
reshaped as a time of “innocence” where the child needed special atten- 
tion and guidance from authorities (Conrad and Schneider 1992: 146). 
Consequently, this period witnessed a growing concern for the younger 
population from the media, politicians, charities, and the public, which 
resulted in the emergence of professional groups and organisations specif- 
ically focused on childhood as a new “social issue.” The construction and 
subsequent problematisation of young people in the nineteenth century 
can be succinctly understood as informed by two necessary conditions 
for the expansion of industrial capital at this time: firstly, the economic 
requirement for the labour force to be physically healthier, better skilled, 
better organised, and generally more conditioned to industrial work 
regimes prior to entering the factories and the mills. And secondly, the 
ideological requirement for the working classes to conform to the new 
industrial environment, embracing the dominant norms and values of 
capitalism without dissent (these ideas often being framed by religious 
groups, the media, and politicians as a concern for the “future moral- 
ity” of society). As a result, there is an increase in the surveillance of the 
emerging nuclear family (Chap. 6). However, it is with the establishment 
of compulsory schooling in the latter decades of the nineteenth century 
that these economic and ideological prerogatives are given their clearest 
and most enduring form. 
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The establishment of compulsory education addressed the need for a 
more literate and higher skilled workforce (Timimi 2008: 165), while at 
the same time allaying the fears of the ruling classes as to the perceived 
threat of an increasingly organised and politicised working class popula- 
tion. The new public schools system therefore performed a secondary 
socialisation function, instilling dominant codes in the future labour 
force and acting as a site where authority and moral obligation of the 
new citizens could be enforced. Similar to the factory, the asylum, and 
the prison, the school established another institution of social control 
in industrial society where obedience to the social order could be rein- 
forced, primarily through surveillance by moral authorities rather than 
through physical punishment. Citing John Locke’s philosophy on educa- 
tion which informed this state apparatus, Scull (1993: 108) notes that 
“[t]he child needed to be taught to be ‘his own slave driver” through 
rewarding “appropriate” behaviour and shaming deviant actions. Joined 
by an emergent teaching profession, the psychological sciences would 
come to take a decisive role in enforcing this ideological function of the 
education system. 

Following the enactment of legislation in the 1830s to outlaw child 
labour in Britain (Duffin 2000: 330), the increased visibility on the streets 
along with public concern as to the potential delinquency of the young 
working class population led to demands that greater attention be paid 
to child welfare. Informed by Christian and nationalist doctrines as well 
as burgeoning psychological, educational, and philosophical approaches 
to “child development” (Timimi 2008: 165), many “child-saving” chari- 
ties and philanthropic groups emerged during this period to campaign 
for greater social and medical interventions in early life, with a particular 
focus on the family and the school. As Conrad and Schneider (1992: 
146) recount, “[t]hese reformers, including moralists, educators, and 
clergy, supported child-rearing philosophies that emphasized psychologi- 
cal control and moral solicitude, in the name of benefiting the child.” For 
such reformers, a great deal of momentum was gained from the introduc- 
tion of compulsory schooling—this led to what Timimi (2008: 165) calls 
“a prolonged and unprecedented public discussion about the physical 
and mental condition of children.” This concern for the psychological 
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well-being and development of the young citizen also paralleled the more 
general growth of public medicine in Victorian Britain. As Porter (1997: 
633-634) has outlined of the guiding principles, 


medicine (it was argued) had to become a positive and systematic enter- 
prise, undertaking planned surveillance of apparently healthy, normal peo- 
ple as well as the sick, tracing groups from infancy to old age, logging the 
incidence of chronic, inherited and constitutional conditions, correlating 
ill health against variables like income, education, class, diet and housing. 


By the end of the nineteenth century, the medical gaze had expanded to 
incorporate “the entire psycho-social economy” of society (Porter 1997: 
634), including a growing interest in education. Within the school envi- 
ronment, the concern for the “morality” of the future workers shown 
earlier by child-saving groups became a focus for the scientific surveil- 
lance and management of young people by the psychological sciences 
under the auspices of identifying learning difficulties and behavioural 
problems. In the new century, psychiatrists and psychologists began to 
observe, monitor, and evaluate the classroom, not for mental patholo- 
gies within the child but for behaviour that differentiated them from 
the “normal” and the expected. Thus the psy-professionals’ interventions 
in schools were, from the beginning, moral rather than scientific judge- 
ments of appropriate behaviour, holding within them the aim of enforc- 
ing dominant and desired notions of “normality” on the young. As Rose 


(1999: 133) has summarised, 


It is around pathological children—the troublesome, the recalcitrant, 
the delinquent—that conceptions of normality have taken shape. It is 
not that a knowledge of the normal course of development of the child 
has enabled experts to become more skilled at identifying those unfortu- 
nate children who are in some way abnormal. Rather, expert notions of 
normality are extrapolated from our attention to those children who 
worry the courts, teachers, doctors, and parents. Normality is not an 
observation but a valuation. It contains not only a judgment about what 
is desirable, but an injunction as to the goal to be achieved. In so doing, 
the very notion of “the normal” today awards power to scientific truth 
and expert authority. 
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Before the advent of compulsory schooling it had been rare for children 
to be conceptualised as suffering from a “mental illness,” though Timimi 
(2008: 166) notes that there were occasional youth admittances to asy- 
lums throughout the nineteenth century. However, the concern for the 
welfare of the child and the general “mental hygiene” of the population 
in the early part of the twentieth century changed this view and saw the 
emergence of medical and social disciplines and professional bodies that, 
for the first time, specialised in child and adolescent health, including 
the establishment of paediatrics as a sub-discipline of medicine (Duffin 
2000: 317). Similarly, early development psychology and child psychia- 
try were also established (Timimi 2008: 166), the latter notably helped 
by the foundation in England of the Tavistock Square Clinic in 1920 
which boasted a children’s department responsible for promoting “aware- 


ness” of childhood mental disorders (Porter 1997: 645). 


“Intelligence” Testing 


In the previous chapter I discussed the development of an increasingly 
complex work environment throughout the twentieth century; at the 
same time, the psychological sciences expanded its areas of jurisdiction 
to facilitate skills diversification and “personal development,” increase the 
productivity and efficiency of the workforce, and enforce conformity to 
the dominant values of capital by pathologising and depoliticising worker 
resistance. The primary site for enforcing such structures of discipline 
on the future workforce, however, would come to be the school—this 
was where the psychological sciences would first make a significant claim 
to expertise beyond the psychiatric institution and the analyst’s couch. 
Rose (1999: 135) recounts that, as with the factory or the parade ground, 
school brought children together in a single space where they could be 
observed and judged en masse. Individual differences between children 
were made visible by the school system, and the institution, “sought to 
discipline [children] according to institutional criteria and objectives” 
(Rose 1999: 140). However, there were those who would not or could 
not adapt to the desired moral codes for behaviour and performance at 
school. These young people—who came to be labelled as “educational 
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imbeciles or the feeble-minded” (Rose 1999: 140)—were a problem for 
the authorities. 

Inspired by the eugenicists’ obsession for marking and testing biologi- 
cal and mental differences within the general population (Chap. 7), psy- 
chologists developed the intelligence quotient (IQ) test to measure the 
academic performance of school children and separate the able from the 
less-abled students. This is the beginning of psychometric and associ- 
ated testing which has since expanded across many areas of economic 
and social life. Commenting on the significance of the “intelligence” test, 


Rose (1999: 143) states that, 


The technique of the test was the most important contribution of the psy- 
chological sciences to the human technologies of the first half of the twen- 
tieth century. The test routinizes the complex ensemble of social judgement 
on individual variability into an automatic device that makes difference 
visible and notable. 


Thus, the intelligence test can be seen as a moral technology used specifi- 
cally for the social judgement of school children by psychologists under 
the guise of “science” (see also Roberts 2015: 12—13). The inventor of 
the test, Alfred Binet, had developed it to identify the “feeble-minded” 
to be sent to special schools. Significant for contextualising later mass 
testings and screenings of school children for intelligence, abnormalities, 
and mental disorders, Rose (1999: 142, emphasis added) notes, “Binet’s 
test used criteria that were directly educational and behavioural. They 
were direct assessments of the degree of adaptation of individual children to 
the expectation that others had of them.” The key to the success of Binet’s 
test was not the ability to accurately measure “intelligence’—which he 
felt was impossible to predict through such time-restricted tests—but its 
administrative usefulness in identifying problematic individuals (Rose 
1999: 142). By the 1960s, the “science” of testing school children had 
expanded to such an extent that it was enshrined in the United States 
under the federal Medicare package, where children could be screened for 
a whole host of physical and behavioural disorders. With mass-screening 
programmes administered through schools, Conrad and Schneider 
(1992: 155) state that it had become, “possible to establish diagnosis and 
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intervention with deviant children to an extent beyond the dreams of 
the 19th-century child-savers.” Under the pretext of “health care” for 
school children, these moral technologies aided the expansion of the psy- 
professionals into the education system over the course of the twentieth 
century, and with it an increased focus on childhood deviance and the use 
of psychiatric labels to neutralise such threats to authority. 


The Rise of the Risky Kid 


An analysis of successive editions of the DSM for youth-related diagnoses 
demonstrates three key issues to support my argument for the develop- 
ment of psychiatric hegemony here. Firstly, psychiatry has linked child- 
hood mental illness to unwanted behaviour and conduct in the classroom 
from the very first edition. For example, the DSM-I introduced “learn- 
ing disturbance” as a category of “special symptoms/reaction” (American 
Psychiatric Association 1952: 39), as well as the mental disorder of con- 
duct disorder/disturbance (American Psychiatric Association 1952: 41) 
which included the example of truancy as symptomatic behaviour (in an 
updated form, the latter remains in the DSM-5) (see Appendix B for the 
full diagnostic list identified in each DSM). Secondly, the pathologisa- 
tion of youth behaviour and the experiences/events of childhood and 
adolescence have increased exponentially, from eight diagnostic catego- 
ries in the DSM-I to 47 in the DSM-5 (see Table 5.1). Young people 
have been a market of serious growth for the mental health industry, and 
psychiatry (along with pharmaceutical companies and other vested par- 
ties) has been successful in grabbing a significant piece of that pie over the 
years. From my analysis of the DSMs, the classifications and discourse 
on youth have grown considerably, divorcing all other areas of specific 


Table 5.1 Number of youth-related diagnostic categories in the DSM, 


1952-2013? 
DSM-I DSM-II DSM-III DSM-III-R DSM-IV DSM-IV-TR DSM-5 
(1952) (1968) (1980) (1987) (1994) (2000) (2013) 
8 18 37 41 42 43 47 


aSee Appendix B for full diagnostic list. 
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psychiatric expansion. Thirdly, the growth in youth-related mental ill- 
ness classifications and discourse is uneven, with the most pronounced 
increase evidenced in 1980 with the publication of the DSM-III. At the 
end of institutionalisation and the beginning of neoliberalism, the num- 
ber of mental disorders aimed at young people and adolescents doubled 
from 18 in the DSM-II to 37 in the DSM-III. It is here, for example, 
that the behaviours of stuttering and being mute become mental illnesses 
(the former remains in the DSM-5 as childhood-onset fluency disorder 
(American Psychiatric Association 2013: 45—47)), while learning dis- 
abilities, social ineptitude, and (especially) boys’ unruly behaviour are 
medicalised under labels such as autism and ADHD. In previous DSMs, 
references to “school” were rare (the word was mentioned only four times 
in the diagnostic categories in the DSM-I and twice in the DSM-II), yet 
in the DSM-III the word was liberally scattered across many diagnoses as 
both examples and the focus for a site of disorder, with the phrase being 
used a total of 91 times. Many new words and phrases associated with 
youth, education, and leisure were introduced under classifications and 
symptomologies in the DSM-III, and these have usually increased with 
each successive edition of the manual (see Table 5.2). 

To fully understand the growth in the psychiatric surveillance of young 
people during the post-war period, it is necessary to consider the expan- 
sion of the welfare state in western societies, the struggle for control of 


Table 5.2 Number of youth-related words/phrases in the DSM, 1952-2013? 


DSM- DSM- DSM- 

DSM-I DSM-III Ill III-R DSM-IV IV-TR = DSM-5 
Word/phrase (1952) (1968) (1980) (1987) (1994) (2000) (2013) 
Adolescent/ce 9 39 211 274 206 216 179 
Child/ren/hood 32 71 672 762 822 855 1318 
Educat/ed/ion 0 0 6 4 14 16 26 
Game/s/ing 0 0 6 12 12 12 75 
Play/ing/mates 0 0 27 37 66 59 87 
School 4 2 91 105 158 170 257 
Teach/er/es/ing 0 0 8 6 12 19 18 
Youth/young 0 0 3 6 4 6 23 

people 

Total count 45 112 1024 1206 1294 1353 1983 


aSee Appendix A for methodology. 
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expertise over the areas of youth mental health and “mental retardation” 
between psychologists, psychiatrists, psychoanalysts, educationalists and 
social workers, societal concerns over the morality of young people, and 
the perceived increases in teenage delinquency and crime at the time. 
‘The expansion of intelligence testing to increasingly younger populations 
allowed for the detection of ever greater numbers of those considered 
“feeble-minded” or “morons.” Confined to institutions for the “mentally 
retarded” or in “special schools,” Eyal et al. (2010: 78-79) note that these 
“socially incapable” individuals were inevitably from working class and 
minority backgrounds, with professional judgements made on the basis 
of prevailing ideas of “feeble-mindedness” as related to delinquency and 
crime. The number of young people admitted to institutions for the men- 
tally deficient increased dramatically between the 1940s and the 1960s, 
with Eyal et al. (2010: 114) recording a figure for America of 108,500 
pupils in 1948 but 540,000 students by 1966 (the general school-age 
population in the country less than doubled over the same period). This 
period of intense institutionalisation of large numbers of young people 
represents the attempt of psy-professionals to exert social control over 
deviant groups who could be diverted from the public schools system 
into spaces of moral management and confinement. Being “mentally defi- 
cient” was a useful metaphor for deviant and troublesome individuals in 
the education system, as Eyal et al. (2010: 79) remarks, “[t]ruancy, delin- 
quency, epilepsy, alcoholism, sexual promiscuity, even masturbation, all 
served as pretexts for commitment as mentally deficient, and the category 
of ‘defective delinquent’ was the main prism through which the problem 
of feeble-mindedness was viewed.” Such moral failings of the post-war 
juvenile delinquent were conceptualised by child psychiatrists as evidence 
of a serious mental disorder (most often utilising the label of “childhood 
schizophrenia”) for which they typically recommended psychiatric insti- 
tutionalisation and a course of 20 ECT treatments (Eyal et al. 2010: 134). 

As has been previously discussed in Chap. 3, deinstitutionalisation led 
to a significant change in the diagnostic focus of psychiatry from “severe 
and acute” mental illnesses—which typically called for an institutional 
response—to less severe pathologies which expanded their areas of exper- 
tise and locus of operations. By the mid-1970s there was a similar decline 
in the use of institutions for the “mentally retarded”—children were 
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“mainstreamed” back into the public schools system and, consequently, a 
greater surveillance of young people within the education system by psy- 
chiatry and related professions unfolded. By the time of the publication 
of the DSM-III in 1980, youth-related mental illnesses had mysteriously 
doubled and delinquent behaviour such as pyromania, kleptomania, and 
other “conduct disorders” had been given their own DSM classifications. 
Thus, the DSM-III and the growing focus on youth mental illness can 
be understood as a consequence of the deinstitutionalisation of deviant 
youth from special education facilities. As with the move towards “milder” 
mental disorders in the community, the integration of children and young 
people once labelled as suffering from “learning disturbances” into main- 
stream schools called for the greater surveillance and control of youth 
behaviour in the wider education system. The increase in the psychiatric 
labelling of groups of young people with diagnoses such as oppositional 
defiant disorder, ADHD, conduct disorder, and autism is a consequence 
of the change in the site of psy-professional operations which, in the latter 
case, is supported by Eyal et al. (2010) who argue that the recent autism 
“epidemic” in western society is a result of the diagnostic substitution of 
the term “mentally retarded” for the more recent psychiatric label. 


Education Factories and the Surveillance 
of the Future Workforce 


In the mid-1970s my own primary school introduced a rule banning a 
popular lunchtime activity of inserting baked beans into bread rolls. We 
were instructed to eat rolls with butter only; the baked beans had to remain 
on the plate, outside the roll at all times. One day, a friend of mine dis- 
obeyed this rule and was caught by a teacher at our lunch table. The teacher 
was most put out by this open display of beans-in-roll pleasure. I was ten 
years old but even then curious about how the world worked, so I asked the 
teacher why this activity was forbidden. This was a mistake. The response 
was very loud and a bit scary. The lesson we learned that day was if there is 
something worse than blatantly disobeying school rules it was questioning 
them; students who question orders are by extension questioning author- 
ity. As outlined earlier in this chapter, compulsory education serves both an 
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economic and an ideological function in capitalist society. Students learn a 
range of literacy and numeracy skills which will benefit the market in due 
course and, at the same time, they learn to conform, obey, and take for 
granted the norms and values of capitalist society as inscribed through the 
formal and informal processes of schooling. As neoliberalism has impacted 
compulsory schooling over the past 35 years, the latter ideological function 
has become increasingly important, with noted scholar and school teacher 
John Taylor Gatto (2002: 21) bluntly stating that “[n]o one believes that 
scientists are trained in science classes or politicians in civics classes or poets 
in English classes. The truth is that schools don't really teach anything 
except how to obey orders.” 

Schools manage the ideological reproduction of the future labour force. 
Youth dissent and resistance must be neutralised in the interests of enforc- 
ing the ideals of the ruling classes upon all young citizens. Rather than 
an array of free-thinking individuals, schools use techniques of scientific 
management on young people to produce “formulaic human beings whose 
behavior can be predicted and controlled” (Gatto 2002: 23). Difference 
or digressions from the expected behaviour are signs of deviance and can 
be consequently labelled as “learning difficulties” and signs of pathol- 
ogy. In western society, explains Adams (2008: 114), the education sys- 
tem rewards cohesion and cooperation with teachers, school rules, and 
the prescribed tasks of the classroom. Yet—as with the rules of my own 
primary school—the judging of the behaviour of pupils and how far they 
are “cooperating” or otherwise with teachers’ expectations are context spe- 
cific rather than universal. Instead of considering reactions to behaviour 
considered as inappropriate and incorrect as a product of the professional 
expectations of teachers alone, Adams (2008: 114) argues we need to place 
them in their broader socio-political and cultural context. The current 
ideal type among teachers for the conforming and non-confrontational 
pupil needs to be seen as a result and reinforcement of this wider con- 
text. Thus, “inappropriate” behaviour does not necessarily reflect impair- 
ment but rather “socio-cultural and political actions” of the wider policy 
environment. “Dominant political positions,” states Adams (2008: 114), 
“contribute to the creation of categories such as ‘deviant’ through their 
description of appropriate and inappropriate. This duly positions profes- 
sional response that in turn can and does further legitimate policy.” 
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The psychological sciences have become increasingly useful for teachers 
and the schools system in supporting the exclusion of troublesome pupils 
and labelling non-conformist students as mentally disturbed. Szasz has 
previously highlighted the absurd vagueness of diagnostic symptomol- 
ogy which allows any aspect of child behaviour in the classroom to be 
understood as a potential mental disorder. This he does by citing a jour- 
nal article from 1962 which argued for more psychiatric services in the 
education system, identifying the following symptoms which suggested 
underlying pathologies in school children: 


1. Academic problems—under-achievement, over-achievement, erratic, 
uneven performance. 2. Social problems with siblings, peers—such as the 
ageressive child, the submissive child, the show-off. 3. Relations with 
parental and other authority figures, such as defiant behavior, submissive 
behavior, ingratiation. 4. Overt behavioral manifestations, such as tics, 
nail-biting, thumb-sucking ... [and] interests more befitting to the oppo- 
site sex (such as tom-boy girl and effeminate boy). (Radin, cited in Szasz 


1997: 35). 


As signalled by the recent construction of mental illness categories explic- 
itly focused on student behaviour in school (such as losing homework 
and failing to pay attention in class), psy-professionals’ role in the pub- 
lic education system has become more pronounced over the past few 
decades. Just as profound, however, has been the heightened concentra- 
tion in the post-welfare era on the school as a site of economic competi- 
tion, with market forces more directly influencing school management, 
teaching processes, and ultimately the pressures placed on young people 
to acquire greater numbers of qualifications and skills than previously. 
Adams (2008: 115) has described how neoliberal education policies 
have subordinated the needs of individual students to the wider econ- 
omy, arguing that “in effect, ‘learner’ became ‘worker in waiting’ with 
the knowledge and skills deemed as worthwhile to gleam from school 
as those required and celebrated in the commercial world.” As a result, 
commentators have noted how schools have become far more demand- 
ing social environments which involve greater levels of self-regulation 
of young people (Timimi 2009: 139). As western governments have 
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demanded greater numbers of students continue in education and re- 
orientate themselves to a future as white-collar workers, the qualities of 
school pupils once considered appropriate (such as exuberance, curiosity, 
and energy) have been replaced by more on-task academic learning and 
seat-work (Graham 2008: 24). As a result of the pressures on teachers 
and pupils in this neoliberal environment, there has been a need for a 
closer surveillance of behaviour in school and, more readily, a desire to 
discipline the defiant child through the application of various mental ill- 
ness labels. As the Department for Education and Skills for England and 
Wales stated in 2005, “better discipline ... [in schools will] enable teach- 
ers to teach and learners to learn” (cited in Adams 2008: 115). To further 
illustrate how psychiatric hegemony has been achieved as a result of the 
needs of capital to ideologically control young citizens, the following sec- 
tion profiles the origins and development of ADHD, the most popular 
label of mental disorder currently applied to young people. 


Case Study: Attention-Deficit/Hyperactivity 
Disorder 


As noted at the beginning of the chapter, up to 11 per cent of school-age 
children in the United States are currently diagnosed with ADHD (Saul 
2014: 16). Granted, these figures are considerably higher than those for 
other western countries. For example, Zwi et al. (in Conrad 2006: xii) 
suggest that the United States has a diagnosis rate for ADHD some 10-30 
times higher than that for the UK. However, one trend which unites all 
western societies is the increased use of the label for problematic children 
over time—particularly since the 1990s (Conrad 2006: xii)—and the 
increased use of stimulant medications as a treatment option. The domi- 
nant biomedical view states that ADHD is a neurological dysfunction of 
the brain. This is despite a lack of any evidence for the biological causation 
of the disorder (Christian 1997: 34; DeGrandpre 2000: 9). A brief over- 
view of the symptoms for the mental disorder in the DSM-5 highlights 
the obvious psychiatric construction of ADHD as a set of education mark- 
ers—to which has been added workplace markers (Chap. 4)—of deviance 
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and failure within the schooling system. The symptomologies given by the 
American Psychiatric Association (2013: 59) for the “inattention” markers 
of ADHD are, 


a. Often fails to give close attention to details or makes careless mistakes in 
schoolwork, at work, or during other activities (e.g., overlooks or misses 
details, work is inaccurate). 

b. Often has difficulty sustaining attention in tasks or play activities 
(e.g., has difficulty remaining focused during lectures, conversations, or 
lengthy reading). 

c. Often does not seem to listen when spoken to directly (e.g., mind 
seems elsewhere, even in the absence of any obvious distraction). 

d. Often does not follow through on instructions and fails to finish 
schoolwork, chores, or duties in the workplace (e.g., starts tasks but quickly 
loses focus and is easily sidetracked). 

e. Often has difficulty organizing tasks and activities (e.g., difficulty 
managing sequential tasks; difficulty keeping materials and belongings in 
order; messy, disorganized work; has poor time management; fails to meet 
deadlines). 

f. Often avoids, dislikes, or is reluctant to engage in tasks that require 
sustained mental effort (e.g., schoolwork or homework; for older adoles- 
cents and adults, preparing reports, completing forms, reviewing lengthy 
papers). 

g. Often loses things necessary for tasks or activities (e.g., school materi- 
als, pencils, books, tools, wallets, keys, paperwork, eyeglasses, mobile 
telephones). 

h. Is often easily distracted by extraneous stimuli (for older adolescents 
and adults, may include unrelated thoughts). 

i. Is often forgetful in daily activities (e.g., doing chores, running errands; 
for older adolescents and adults, returning calls, paying bills, keeping 
appointments). 


As a general marker of productivity, changes to the ADHD diagnosis 
between DSM-IV (1994) and DSM-5 (2013) have focused on expanding 
the diagnosis to adults by introducing aspects of work and home life as 
additional realms for symptomologies. Similarly, the symptoms from the 
American Psychiatric Association (2013: 60) for the “hyperactivity and 
impulsivity” component of ADHD are, 
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a. Often fidgets with or taps hands or feet or squirms in seat. 

b. Often leaves seat in situations when remaining seated is expected 
(e.g., leaves his or her place in the classroom, in the office or other work- 
place, or in other situations that require remaining in place). 

c. Often runs about or climbs in situations where it is inappropriate. 
(Note: In adolescents or adults, may be limited to feeling restless.) 

d. Often unable to play or engage in leisure activities quietly. 

e. Is often “on the go,” acting as if “driven by a motor” (e.g., is unable to 
be or uncomfortable being still for extended time, as in restaurants, meet- 
ings; may be experienced by others as being restless or difficult to keep up 
with). 

f. Often talks excessively. 

g. Often blurts out an answer before a question has been completed 
(e.g., completes people's sentences; cannot wait for turn in conversation). 

h. Often has difficulty waiting his or her turn (e.g., while waiting in 
line). 

i. Often interrupts or intrudes on others (e.g., butts into conversations, 
games, or activities; may start using other people’s things without asking or 
receiving permission; for adolescents and adults, may intrude into or take 
over what others are doing). 


Clear within the phraseology and the “symptoms” of ADHD is the con- 
cern to medicalise the behaviour of unruly children in the classroom; it 
is a question of children refusing to conform to the required order of 
school life and, therefore, the APA developing the label of ADHD as 
a device of social control (rather than a product of scientific enquiry). 
As Graham (2008: 23) has correctly remarked of these symptomologies, 
“most of the behaviours listed are connected to (and one could even argue 
contingent upon) the demands of schooling.” The contradiction between 
the espousal of biological aetiology and treatment of increasing num- 
bers of young people, and the obvious place of compulsory education 
in the construction of the ADHD label has been further highlighted by 
Christian (1997: 34) when he states that “[s]chool classrooms have had 
and still have an intimate connection to the origination and the diagnosis 
of ADHD; and yet, little attention is given to the school setting in the 
causal explanation of the disorder.” Rafalovich (2004: 21-34) has sought 
to partially address this situation by performing a socio-historical analysis 
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of pre-ADHD labels, in the process detailing psychiatry’s increased focus 
on the “morality” of young people’s behaviour in school at the end of the 
nineteenth century. 

The growing medical concern for the “moral imbecile” was specifically 
contemplated by the physician George Still at the beginning of the twen- 
tieth century when he gave a series of lectures at the Royal College of 
Physicians in London, arguing for the increased scientific investigation of 
“the occurrence of defective moral control as a morbid condition in chil- 
dren” (cited in Rafalovich 2004: 27). Still believed morality to have a bio- 
logical base, so pathology could be suspected if it appeared that children 
were not developing in the way society had designated (i.e., if it appeared 
that the appropriate moral controls on the child’s behaviour were absent). 
However, he argued that such children should not to be confused with the 
“retarded” or “idiot” child. Following his own observations, he stated that 
these young people were just as intelligent as those who showed moral 
control and thus demonstrated a degree of agency in their immorality. 
Symptoms of these defective young people included “passionateness,” 
“lawlessness,” and “wanton mischievousness-destructiveness” (cited in 
Rafalovich 2004: 28). Too young for prison and too smart to be consid- 
ered an imbecile, Still argued that this was a hereto under-investigated 
and under-theorised group of juvenile delinquents who offered a potential 
threat to the future of society. Despite the clear linkage between medical 
science and dominant views on morality within Still’s work, official histo- 
rians of psychiatry continue to see the physician as a scientific visionary, 
responsible for the original research on children which would eventu- 
ally lead to the modern classification of ADHD. In contrast, Rafalovich 
(2004) identifies the growing concern for deviant and unruly youth by the 
medical profession as the origins of the current DSM label. 

Significant to Rafalovich’s (2004: 29-34) socio-historical analysis 
is the diagnosis of encephalitis lethargica (EL)—commonly known as 
“sleepy sickness’—which concerned medicine in the 1920s. Admittedly 
a poorly defined illness, EL can be understood as an early explanation 
for delinquency, including as it did the symptoms of “emotional insta- 
bility, irritability, ... lying, thieving, impaired memory and attention, 
personal untidiness, tics, ... poor motor control, and general hyperactiv- 
ity” (Kessler, cited in Rafalovich 2004: 30). Similar to Still, the physician 
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Roger Kennedy utilised case studies to argue that the young people suf- 
fering from EL were in fact, “moral rather than mental imbeciles. Some 
of them appear dull and drowsy, but in their antics and behaviour they 
display a cunning that is not commensurate with greatly impaired men- 
tal faculties” (cited in Rafalovich 2004: 32). As Rafalovich (2004: 30) 
argues, such statements exemplify a crucial point in the construction of 
the ADHD diagnosis, where child psychiatry begins to use specific diag- 
noses such as EL to claim that “persistently defiant childhood behaviour 
represented physiological pathology.” 

Such claims as to the biological aetiology of the child’s immoral charac- 
ter appeared to be confirmed during the 1930s when the synthesising and 
marketing of new psychoactive drugs saw an expansion—especially in 
the United States—in the scope and influence of pharmaceutical indus- 
tries on the psychological sciences and the general public (Conrad 1975: 
14). In 1937, Charles Bradley presented the results of a drugs study on 
school children with learning disabilities. His research appeared to show 
that amphetamines, paradoxically, calmed many of his participants and 
allowed them to complete study tasks with less disruption. Now an often- 
cited study in the development of drug treatments for ADHD, at the 
time it was treated as no more than a curiosity. Bradley’s study was per- 
formed on children already attending special institutions and diagnosed 
with “learning disabilities,” thus the results of the research appeared from 
the outside as if it was only relevant to a small cohort of young peo- 
ple who had already been excluded from mainstream schooling. Yet, an 
interest in improving student “discipline” in schools by the psychologi- 
cal sciences and pharmaceutical researchers—under the guise of helping 
those with “learning difficulties’—slowly progressed over the following 
decades. In the 1950s, the first edition of DSM named a number of 
mental disorders which directly referred to young people's deviant behav- 
iour at school (such as conduct disturbance, see American Psychiatric 
Association 1952: 41) and the drug Ritalin appeared on the US mar- 
ket for the first time. Following the development of Laufer et al.’s new 
diagnostic category of hyperkinetic impulse disorder in 1957 (Conrad 
1975: 14), the turbulence of the 1960s led to an increase in disruptive 
and resistant young people being labelled as hyperactive. In 1968, the 
APA more than doubled their diagnostic categories for young people 
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with the publication of the DSM-H, including a dedicated section on 
“behavior disorders of childhood and adolescence” (American Psychiatric 
Association 1968: 49-51). Among the new disorders was hyperkinetic 
reaction of childhood (or adolescence), which the APA described as 
characterised by “overactivity, restlessness, distractibility, and short atten- 
tion span” (American Psychiatric Association 1968: 50). With the help 
of “moral entrepreneurs” such as pharmaceutical companies and the 
Association for Children with Learning Disabilities (Conrad 1975: 16), 
by the mid-1970s hyperkinesis had become “the most common child 
psychiatric problem” in the United States (Conrad 1975: 14). 

As has been noted earlier in this chapter, a significant shift occurred 
with the production of the DSM-III in 1980. While deinstitutionalisa- 
tion was a threat to public psychiatry, the relatively small field of child 
psychiatry offered opportunities for the expansion of the medical disci- 
pline into new areas of work and expertise. With the mainstreaming of 
deviant children who were once confined to “special schools” and the 
increasing requirement for adolescents to upskill and study beyond the 
end of compulsory schooling, the interests of the state in managing and 
controlling youth within the education system coincides with the spe- 
cific interests of the psy-professionals to expand their areas of influence 
beyond one institution and into another. 

Reflecting on the DSM-III committee's desire to open up the possibil- 
ity of mental disorders to a much broader population—some might say 
everyone—a whole chapter of the manual is devoted to “disorders usually 
first evident in infancy, childhood, or adolescence” (American Psychiatric 
Association 1980: 35, emphasis added). Taking up five pages of this 
chapter was the new diagnosis of attention deficit disorder (ADD) which, 
under the two subtypes of ADD with hyperactivity and ADD without 
hyperactivity, brought together numerous previous labels given to trouble- 
some children (including hyperkinesis and minimal brain dysfunction). 
Significant here was the growing emphasis placed upon the inattentiveness 
of the school child (examples in the DSM-III included that the child, 
“often fails to finish things,” “often doesn’t seem to listen,” is “easily dis- 
tracted,” and “has difficulty concentrating on schoolwork” (American 
Psychiatric Association 1980: 43)), a focus that should not only be seen 
in the cynical context of diagnostic expansion—a move from explicitly 
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disruptive behaviour to simple levels of concentration at school—but also 
in terms of the changing needs of the classroom towards more studious 
and attentive pupils. Reflecting this change, ADD became the now famil- 
iar classification of ADHD in the revised edition of the DSM-III seven 
years later (American Psychiatric Association 1987: 50-53). Following 
his extensive research on ADHD with clinicians, parents, teachers, and 
pupils, Rafalovich (2004: 131) finds that key to “discovering” behaviour 
that will consequently be defined by authorities as ADHD is the child’s 
school. Such behaviour, he states, is “articulated in one of two ways: as 
academic struggles, denoting an inability to competently engage in the 
achievement of classroom assignments, and as social struggles, denoting 
interpersonal conflicts with other students and/or teachers” (Rafalovich 
2004: 131). These two sites of struggle at school are then reflected in the 
symptomology constructed by psychiatry within the ADHD diagnosis, 
as Rafalovich (2004: 131) concludes, “the disorder’s inattention compo- 
nent can be seen in academic failure, and its hyperactivity component 
can be witnessed in children’s overt behavioral problems.” 

With the construction and expansion of the ADHD category to greater 
numbers of young people, the emphasis is changing from overt disrup- 
tion to student inattention. This can be seen as reflecting the changing 
educational priorities in neoliberalism from the social control of deviant 
working class youth to the ideological enforcement of a dominant moral- 
ity on the broader population of school children. The move towards con- 
sideration of simple inattention as pathology has also had the interesting 
by-product of slowly closing the gender gap of this still male-dominated 
mental disorder (DeGrandpre 2000: 147). Following prescribed gender 
behaviour, boys have been more likely to be labelled as loud, aggressive 
troublemakers in class, while girls have been considered by teachers as 
more passive and introspective. Thus, Rafalovich (2004: 125, emphasis 
added) rightly summates that “[t]he issue at the core of why there is 
such a huge gender discrepancy in instances of ADHD has more to do 
with behavioral visibility than with the actual existence of the condition.” 
The diagnosing of boys with ADHD has been estimated as three to five 
times higher than for girls (DeGrandpre 2000: 147), a situation that led 
the New York Times in 1994 to conclude that boyhood was in danger of 
becoming a “state of proto-disease” (cited in DeGrandpre 2000: 147). 
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Increasing the focus on inattention in subsequent editions of the DSM 
has been a useful way in which the APA can attempt to address the above 
gender bias in the application of the ADHD label. In his book Saving 
Normal, the chair of the DSM-IV task force, Allen Frances (2013: 142), 
freely admits of the classification that “[w]e changed a few words so that 
the definition [of ADHD] would be more female friendly—taking into 
account that girls are more likely to be inattentive ‘space cadets’ and less 
likely than boys to be hyperactive.” Apart from glimpsing another picture 
of the impressive manner in which the DSM task forces undertake their 
work (i.e., a reliance on dominant, common sense notions of “appropri- 
ate” gender roles rather than any scientific evidence), Frances’ statement 
highlights the blatant intention of the APA to expand the classification 
outwards to groups currently under-represented in the profile of ADHD. 

In conclusion, this socio-historical analysis of ADHD has demonstrated 
that the diagnosis emerged from the closer focus of the psy-professions 
on the morality of young people in the twentieth century and the con- 
cern for controlling and correcting deviant behaviour. The expansion of 
ADHD from a rare disorder to a popular disease among young people 
over the past 35 years can be understood as a result of capitalism’s need 
to enforce discipline, compliance, and authority on the future workforce 
at a younger age. The redefined standards of normality in the neoliberal 
classroom are therefore designated under the lexicon of psychiatric hege- 
mony as a concern for the control, correction, and treatment of deviant 
groups of children. ADHD as a classic example of the medicalisation 
of deviant behaviour is perhaps best summed up by a special education 
teacher cited in Rafalovich’s (2004: 111) research who, without irony, 
states that “[t]he last thing someone with untreated ADHD wants to do 
is go to school.” 


Summary 


Rose (1999: 123) has commented on the importance of young people to 
industrial society that “the child—as an idea and a target—has become 
inextricably connected to the aspirations of authorities.” Over time, 
psychiatric authorities have medicalised more and more aspects of the 
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experiences and behaviour of children. From intelligence testing and the 
institutionalisation of “mentally deficient” children to DSM-III and the 
demands of the current education system, this chapter has explored the 
expansion of psy-professionals’ focus on children and adolescents over 
the past hundred years. Through socio-historical investigation, analy- 
sis of consecutive DSMs as well as utilising the case study of ADHD, I 
have demonstrated how the supposed “experts on the mind” have served 
to reinforce the economic and ideological prerogatives of the capitalist 
class. For youth, this primarily takes place through compulsory school- 
ing as secondary socialisers of the future workforce. Throughout the 
development of industrial capitalism it has been demonstrated that the 
psy-professionals has been concerned with the perceived immorality of 
working class youth. The psychiatric discourse previously pathologised 
such deviant behaviour through incarcerating such groups in “special 
schools” and then, more recently, through the construction of an increas- 
ing range of mental disorders aimed specifically at youth and schooling. 
As Rafalovich (2004: 64) has concluded, from the diagnosis of EL nearly 
a hundred years ago to ADHD currently, the institutional location has 
been a key variable in understanding the construction of childhood men- 
tal illness. He states that “problems in school have been historically seen 
as indicative of severe social maladjustment, and improvement in school 
performance is equated to ‘appropriate’ social behaviour” (Rafalovich 
2004: 64). As framed by the neoliberal focus on the individual as the 
site of change, the institutional requirements of the school for confor- 
mity and compliance means that now more than ever teachers are aided 
by the mental health system. The focus of teachers on the notion of the 
“individual deficit” of young people, comments Adams (2008: 123), 
should now be seen as having “become even more political rather than 
psychological.” 

Speaking more generally to the drivers of the medicalisation of deviant 
behaviour in his classic study of hyperactive children, Conrad (2006: 98) 
states that “[t]he greater the benefit to established institutions, the greater 
the likelihood of medicalization.” While the changing demands of capi- 
talism brought about the relatively recent expansion in psy-professional 
activity focused on young people, the discussion in the next chapter 
investigates an institution of industrial society which has experienced 
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psy-professional intervention for a more sustained length of time, namely 
the family. It will be demonstrated that the reconstituted nuclear family 
system in capitalist society has served to confine and oppress women for 
specific economic reasons, and that this system of patriarchal relations 
has been constantly reinforced by psy-professional practice over time. 
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6 


Women: Reproducing Patriarchal 
Relations 


In the previous chapter I discussed psychiatry’s increasing involvement 
in the surveillance and pathologisation of young people as a strategy for 
reinforcing the economic and ideological prerogatives of capitalism. The 
expansion of the psy-professions’ interest in this group dwarfs all other 
areas of concern though, as noted, it only gained real pace with dein- 
stitutionalisation and the rise of neoliberalism. Women, in comparison, 
have been a focus for systematic psychiatric labelling and oppression for 
a much longer period of time. Arguably, of all disadvantaged groups, 
females have been (and remain) psychiatry’s real obsession and those 
most devastated by the medical gaze; so much so that dominant ideas 
on “mental illness” have often been embodied in the dominant ideals of 
femininity and the female form. This has been illustrated by Showalter 
(1985: 1-3) in her discussion of Tony Robert-Fleury’s 1887 painting 
Pinel Freeing the Insane. The previously discussed landmark in the formal 
beginnings of psychiatry with Pinel removing the chains of the insane 
in Paris in 1793 (Chap. 2) is depicted by the artist as the dominance of 
(male) rationality and science over (female) irrationality and “nature.” In 
Showalter’s (1985: 3) words, 
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[T]he irrationality Pinel frees from its fetters is ... visually translated into 
its most recognisable sign: the beautiful woman, whose disordered body 
and mind are exposed—and opposed—to the scrutiny of the man who has 
the authority to unchain her. 


It is an oppressive relationship that has endured with the development of 
the psychiatric profession over the past 200 years. For example, Chesler 
(2005: 1) more recently stated of her psychoanalytical training in the 
1960s and 1970s that “we were taught to view women as somehow natu- 
rally mentally ill. Women were hysterics (Aysteros, the womb), malinger- 
ers, child-like, manipulative, either cold or smothering as mothers, and 
driven to excess by their hormones.” As will be recounted in this chapter, 
the patriarchal ideology within the psy-professions has only intensified 
over time. The following excerpt from the diagnostic features for his- 
trionic personality disorder (HPD) (American Psychiatric Association 
2013: 667), for example, typifies the view of women within the contem- 
porary psychiatric discourse: 


‘They are overly concerned with impressing others by their appearance and 
expend an excessive amount of time, energy, and money on clothes and 
grooming. They may “fish for compliments” regarding appearance and 
may be easily and excessively upset by a critical comment about how they 
look or by a photograph that they regard as unflattering. 


Women have outnumbered men as psychiatric patients since the mid- 
nineteenth century and, as Ussher (2011: 1) states, they have been, “more 
likely to receive psychiatric ‘treatment, ranging from hospitalisation in 
asylum, accompanied by restraint, electro-convulsive therapy (ECT) and 
psychosurgery, to psychological therapy and psychotropic drug treat- 
ments today.” 

The history of the psy-professions’ pathologisation and abuse of 
women for being women is deeply disturbing and should shame even 
the most ardent supporters of the mental health experts. In the name 
of science and progress, the mental health system has sought to con- 
trol almost all aspects of women’s experiences, emotions, and behaviour 
through physical and moral interventions. Chesler (2005: 218) notes, 
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for example, that many women were incarcerated in asylums for mak- 
ing claims of sexual abuse against their family, mothering “illegitimate” 
children, or for “suspected lesbianism.” Further, Masson (1986) com- 
piled a collection of highly authoritative psychiatric articles on women 
from the nineteenth century to vividly demonstrate that acts of physical 
constraint, rape, torture, and female castration by the profession were 
all justified as appropriate (if not mandatory) treatment for women who 
questioned or defied their place in Victorian society. The discussion in 
this chapter, however, is concerned specifically with explaining the central 
reasons for previous female oppression by the psy-professions as well as 
the continuation and expansion in neoliberal society of what Ehrenreich 
and English (2011) have called the “sexist ideology” of medical profes- 
sionals. As none of the mental disorders in the DSM with which women 
have been labelled have validity (Chap. 1), psychiatric interventions can- 
not be argued to be concerned with the care and treatment of any real 
distress that women may experience. Instead, we need to understand 
such institutional interventions within the broader context of structural 
gender inequalities in capitalist society. As Penfold and Walker (1983: 
vi) have summated, “[p]sychiatry is an institution in a society in which 
women are oppressed [and it] plays a specific role in that oppression.” A 
critical understanding of psychiatry’s focus on women, gender roles, and 
deviance can only be fully understood through a thorough assessment of 
the structural determinants of the division of labour in capitalist society 
which has devalued female roles and confined women to the status of 
second-class citizens. This analysis necessitates an investigation of patri- 
archal forms of domination and the intersectionality with the relations 
of production—something that has concerned a host of critical feminist 
scholars since the advent of second wave feminism in the late 1960s. My 
argument here is that while an examination of the psychiatric profession 
clearly demonstrates that it continues to be an institution of patriarchal 
power, the distinctive form that structures this oppression is determined 
by the needs of capital (such as the requirement for paid and unpaid 
labour, the reproduction of the labour force, the necessity to suppress 
working-class resistance, and the normalisation of gender roles in indus- 
trial society as “natural,” equitable, and common sense). Thus, the critical 
analysis outlined here follows in the spirit of Donna Haraway (1978: 25) 
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who has succinctly argued that “[t]he biosocial sciences have not simply 
been sexist mirrors of our own social world. They have also been tools in 
the reproduction of that world, both in supplying legitimating ideologies 
and in enhancing material power.” 

The section that follows discusses how the traditional family struc- 
ture of agrarian society was fundamentally disrupted by industrialisation 
and eventuated in the gendered division of labour that demarcated the 
“private” and “public” spheres of life which, in a slightly adapted form, 
remain today. Psychiatrists become increasingly important throughout 
the industrial period as initially incarcerators of deviant working-class 
women and then as moral enforcers of gender roles, “respectable feminin- 
ity,” and the sanctity of the family. In this way, the institution of psychia- 
try takes over the moral role previously performed by religion in feudal 
society. This socio-historical analysis is followed by specific case studies 
on the diagnoses of hysteria and borderline personality disorder (BPD) to 
illustrate in detail how psychiatric hegemony serves to regulate prescribed 
gender roles in capitalist society. 


The Division of Labour, Gender Roles, 
and the Rise of Biological Theory 


The moral role that psychiatry plays in enforcing strict gender norms on 
women is most clearly seen in the development of the profession with 
the emergence of industrial society in the nineteenth century. As the cen- 
tre of their developing claims to an expertise on the mad, by the 1850s 
the asylum is overpopulated with groups of deviant females including 
single mothers, vagrant and elderly women, and those of supposed “low 
morals” or low “intelligence.” Russell (1995: 13) agrees that during this 
period, “the basis for committal ... was blatantly moral, centring around 
the notion of dangerousness or relating to social misfits.” As a reflec- 
tion of the expected female role as subservient mother, wife, and carer in 
Victorian society, drinking, dancing, or even having a political opinion 
were all potential grounds for psychiatric incarceration (Russell: 1995: 
13). The confinement of these mainly working-class women in asylums 
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becomes the backbone of institutional and scientific development of the 
psychiatric discipline, and the overrepresentation in asylums then pro- 
vides justification for its focus on mental disease as a distinctive “female 
malady” (Showalter 1985). 

However, mental disorder was not in fact women’s problem, rather the 
shifts in societal relations caused by industrialisation were. Previously, the 
patriarchal order in agrarian society had demarcated certain forms of work 
and organisation as the specific domain of women. This included the care 
and management of livestock and garden and household produce, as well 
as the acquiring of health and care skills required for raising children 
and nursing the sick in the family and the local community (Ehrenreich 
and English 2005: 10-11; see also Hartmann 1976: 148). While women 
were governed more explicitly by patriarchal rule in the form of the male 
head of the household—and the ideology of preordained submissiveness 
of women to men by the church and the state—there was no separation 
between the biological and economic spheres of production, centring as 
it did on direct survival and subsistence of the family rather than the 
production of surplus value for the market. With the emergence of indus- 
trial society these old patterns of living are destroyed and, with them, the 
traditional roles of men and women. As Ehrenreich and English (2005: 
12-13) note of this fundamental change, 


When production entered the factory, the household was left with only the 
most personal biological activities—eating, sex, sleeping, the care of small 
children, and (until the rise of institutional medicine) birth and dying and 
the care of the sick and aged. Life would now be experienced as divided 
into two distinct spheres: a “public” sphere of endeavor governed ulti- 
mately by the Market; and a “private” sphere of intimate relationships and 
individual biological existence. 


A more immediate effect brought about by changes in the mode of pro- 
duction from the farm to the factory is the breakdown of the traditional 
household structure in rural communities; a situation which had a par- 
ticularly detrimental impact on women. As Russell (1995: 11) notes, it 
was primarily men who left in search of work in the cities, leaving women 
vulnerable to single motherhood and vagrancy (respectively, grounds for 
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psychiatric incarceration in nineteenth century England and France). In 
England, groups of poor and sick women were incarcerated first in work- 
houses, hospitals, and prisons, and then, with the Lunatics Act of 1845, 
moved to the burgeoning public asylums (Showalter 1985: 52). This con- 
centration of deviant groups of women within asylums justified a growing 
fashion in medicine and related sciences for explaining mental pathology 
in terms of biological degeneracy. In this way, women’s deviance is recast 
in Victorian society as biomedical fact by the new professions. Thus, 
Ehrenreich and English (2011: 36) have argued that it is with the changes 
from agricultural to industrial society that we witness, “a pronounced shift 
from a religious to a biomedical rationale for sexism.” Primarily, labelling 
the poor, disabled, sick, criminal, and dispossessed as “mad” served to 
manage deviant populations more efficiently in a society where work and 
production had become highly rationalised. Employment was redefined 
as a rational and moral choice under industrial conditions, and those who 
could not or would not meet the demands of the market needed closely 
supervised management in the new institutions for the deviant—namely, 
the prison, the poorhouse, the hospital, and the asylum. 

The growth in female populations in asylums across Europe and 
America in the nineteenth century was theorised by psychiatrists under 
the new medical framework of biological science. Justifications for sex 
discrimination based on the old ideas of the preordained existence of men 
and women were no longer adequate within a modern society centred on 
the principles of science and rationality. If there were differences between 
men and women in the new order, it would have to be scientifically dem- 
onstrated and proven. That proof, argued medicine, could be found in 
the inherent differences in the biological makeup of men and women. 
Specifically, it was theorised that the biological functions associated with 
reproduction left women physically and mentally weaker than men, and 
more prone to insanity and other forms of disease. As Showalter (1985: 
55) confers, the “theories of female insanity were specifically and confi- 
dently linked to the biological crisis of the female life cycle—puberty, 
pregnancy, childbirth, menopause—during which the mind would be 
weakened and the symptoms of insanity might emerge.” Medical theories 
of female biology were thus used as scientific legitimation for the emerg- 
ing division of labour in industrial society. 
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Unchained from the land and the old patriarchal order, industrial soci- 
ety offered women potential new freedoms, yet the factory system robbed 
women of their traditional forms of production and over time forced them 
into the highly regulated domestic sphere of the home (Ehrenreich and 
English 2005: 17). The rationalised family structure for industrial towns 
and cities required a fulltime unpaid worker in the home who could repro- 
duce the future labour force, take care of the young, old and sick in the 
immediate family, and create a supportive environment for the paid worker 
who was now employed outside of the family unit. This particular divi- 
sion of labour inside and outside the home was embedded in new forms 
of patriarchal oppression predicated on redefining “productive labour” as 
that referring only to the waged labour of the public sphere. As Kynaston 
(1996: 224) explains, “[t]asks will be labelled productive or unproduc- 
tive, and will be paid or unpaid, depending upon whether they are per- 
formed in the capitalist workplace or in the home.” The private sphere of 
the home—separated from the more “valued” but harsher marketplace— 
becomes a refuge; in Ehrenreich and English’s (2005: 14) words, 


private life now takes on a sentimental appeal in proportion to the coldness 
and impersonality of the “outside” world. [Men] look to the home to fulfill 
both the bodily needs denied at the workplace, and the human solidarity 
forbidden in the Market. 


Biological theories served to justify this division of labour and scientifi- 
cally condemn women to less private and public power than men. The 
gender divisions created and maintained within industrial society are 
then rationalised through patriarchal institutions such as medicine as 
common sense notions of what men and women truly are. For example, 
the German zoologist Karl Ernst von Baer (cited in Libbon 2007: 85) 
argued, 


In man, the mind prevails—in woman, the emotions. The former takes 
pleasure in the production of thoughts, the latter in the mental reception 
of feelings. Man’s aspirations are directed outwards towards a broader 
sphere; woman cares for the narrower circle of the family. Man’s purpose is 
creative; woman's essence is conservative and protective. Knowledge and 
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ideas guide the will of man; in the action of woman sentiment prevails over 
thinking and guides her though in a less clearly conscious manner. 


As Fraad et al. (1989: 15) remark, pervasive ever since in western society 
is the gendered conceptions of “housework and childrearing as ‘natural’ 
or ‘preferred’ vocations for females, while other kinds of labor performed 
outside the home are more ‘natural’ or ‘preferred’ for males.” Throughout 
the nineteenth century scientists produced evidence—such as anatomical 
studies showing thinner ligaments, smaller skulls, and generally “weaker” 
bodies of the female—which they argued could demonstrate exactly why 
women are biologically and intellectually inferior to men and therefore 
more appropriately assigned to reproductive and domestic duties (Libbon 
2007: 82). Simultaneously, such research becomes a useful justification 
for paying what remains of the working population of women less and 
restricting their labour participation to supporting roles (including within 
the asylum system itself, where Showalter (1985: 52-53) notes that the 
number of women in senior attendant roles declined as the number of 
female inmates increased). 

Libbon (2007: 86-87) highlights that the verve of patriarchal science 
to prove sex role differentiation throughout the nineteenth century cor- 
relates with the increasing dissatisfaction and protest by women against 
such gender demarcations. As the century progresses, the “woman ques- 
tion” becomes a popular topic of debate across Europe and America, and 
the developing profession of psychiatry comes to play a more prominent 
role in reinforcing the morality of “appropriate” gender roles. For exam- 
ple, Darwinian psychiatry of the 1870s proclaimed women as less evolved 
than men due to their physiology; the dominance of the reproductive sys- 
tem meant that the female brain was largely incapacitated, thus women 
were theorised as “naturally” reliant and submissive to the superior male 
race (Showalter 1985: 121-125). Psychiatric scholars argued that there 
was a danger of insanity if women sought to exert additional pressure 
on the brain through seeking an education or considering political mat- 
ters. Even the simple activities of writing or reading could be potentially 
disastrous to a woman’s health, as can be seen from the following advice 
given to prominent feminist writer Charlotte Perkins Gilman (cited in 
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Ehrenreich and English 2005: 112) by her doctor in the latter part of the 
nineteenth century: 


Live as domestic a life as possible. Have your child with you all the time ... 
Lie down an hour after each meal. Have but two hours intellectual life a 
day. And never touch pen, brush or pencil as long as you live. 


Feminists became a prime target for the psychological sciences; such 
women were theorised as degenerative, sexually deviant and a threat to 
the “natural order” of the species (Libbon 2007: 86-87). According to 
the famous sexologist Krafft-Ebing, the dangers for women of abandon- 
ing their prescribed sex role were becoming “too masculine” as well as 
sexually permissive, both of which could be considered as regressive and 
pathological—symptoms of underlying organic damage to the female 
body (Libbon 2007: 87). Under the patriarchal ideology of the experts of 
the mind, mental disorders such as nymphomania, hyperesthesia (a men- 
tal illness caused by “oversensitivity”), and hysteria became commonly 
associated with those women who dared to deviate from the strict con- 
fines of Victorian femininity and their ascribed domestic chores. Thus, 
the dominant discourse on the division of labour and gender roles in 
industrial society was legitimated and reinforced by the burgeoning psy- 
professions as normal, common sense, and healthy for society. “Mental 
breakdown,” remarks Showalter (1985: 123), “would come when the 
women defied their ‘nature,’ attempted to compete with men instead of 
serving them, or sought alternatives or even additions to their maternal 
functions.” 

The increased labelling and confinement of women as “mad” by psy- 
chiatry served to legitimate the needs of capital and patriarchy for sub- 
servient and conforming women under the discourse of medical science. 
Here, we see the development of what would become the hegemonic 
domination of female populations by psychiatry and its allies—profes- 
sional groups that have sought to depoliticise the struggle against patri- 
archal power through medicalising women’s bodies and experiences as 
pathological. As Libbon (2007: 89) summates of psychiatry’s success in 
the nineteenth century, 
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Having labelled woman as intrinsically diseased and debauched, experts 
and laymen alike now took institutional measures to impede any further 
social or political disruption on her part. Under the guise of “curing” her of 
her ailments and moreover protecting society in the process, the unruly 
woman was now forced either into compulsory hospitalization, often with 
accompanying surgical mutilation, or incarceration. In both instances it 
was the woman who protested and rallied against male control and regula- 
tion of herself and her body who was locked away, sequestered from soci- 
ety, in an effort to compel her to return to ... the silent, submissive role 
man had eked out for her. 


Deviant Women and Physical “Treatments” 


“Fast forward more than a century,” states Ussher (2011: 65), “and many 
would argue things have not greatly changed.” Yet things have changed, 
and for the worse. The labelling of deviant women as mentally unsta- 
ble has become more systematic and more sophisticated. So much so 
that women are now self-policing their own mental states under patri- 
archal and capitalist ideologies of women’s expected roles, duties, and 
responsibilities in neoliberal society. In the twentieth century, the psy- 
professions expanded their spheres of influence beyond the institution 
and the therapists office, into—among other places—the home, the 
school, and the workplace. As will be outlined in this section, psychiatry 
further developed their misogynistic theories and practices on women 
as part of extending their claims to expertise on the mind, and through 
modes of “treatment” in the institutional environment, including ECT 
and psychosurgery. The development of successive editions of the DSM 
cemented ideas on female pathology as a part of “scientific progress,” 
rather than the enforcement of culturally prescribed gender roles. We 
shall see that feminised categories of mental disorder in the DSM grow 
with the decline of psychiatric hospitals and in response to the changing 
needs for labour in neoliberal society. New drug treatments are developed 
and explicitly aimed at females who remain unsatisfied with the increas- 
ingly complex and demanding nature of their roles as lower-paid workers, 
primary homemakers, and carers, as well as mothers. As will be illustrated 
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with reference to my textual analysis of each DSM, psychiatric hegemony 
serves to depoliticise the reality of women’s experiences through recasting 
patriarchal and capitalist oppression as personal distress and individual 
pathology. 

While first wave feminism had achieved significant advances for women 
in the spheres of education, politics and employment in the late nine- 
teenth and early twentieth centuries, “[b]y the 1920s,” notes Showalter 
(1985: 196), “women found themselves with little progress besides the 
vote.” Though capitalism required more women in the workplace during 
periods of economic expansion and wartime, women’s primary respon- 
sibility remained in the home, reproducing the future workers and car- 
ing for the family. Psychiatric theories on the female malady adapted 
to reflect these changing economic and social conditions; now it was 
argued that meaningful work could potentially make women mentally 
stronger and less prone to mental illness (Showalter 1985: 195). These 
evolving psychiatric ideas, however, were tempered by the enforcement 
of appropriate gender roles along strongly classed lines, whereas middle- 
class women were patronised by new Freudian ideas in the therapist’s 
office, working-class women were being incarcerated in the still expand- 
ing asylum system. 

Freud’s psychoanalytic theory was—and continues to be—a significant 
challenge to biomedical psychiatry but not, however, to dominant ideas 
on gender roles. On the contrary, psychoanalysis was rooted in the same 
set of patriarchal assumptions on “respectable femininity” which sought 
to reinforce the home and the family as women’s “natural” location. The 
new psychiatric “treatment” of “therapy” gained momentum particularly 
during the 1920s and 1930s, with the ultimate purpose of psychoanaly- 
sis being to “educate women in therapy to be better wives and moth- 
ers” (Penfold and Walker 1983: 90). It is more than coincidence that 
psychoanalysis became popular in Europe and America at a time when 
middle-class women continued to feel deeply marginalised despite the 
gains achieved by first wave feminism. As Horney (cited in Caplan and 
Cosgrove 2004: xxvi—xxvii) commented in the 1920s of Freud’s notion 
of “penis envy,” it was the privileges and power afforded to men that 
continued to be denied to women which was at issue, not the psycho- 
analytic delusion that women were at all perturbed at the denial of a 


150 Psychiatric Hegemony 


penis. Psychoanalysis may have been a radical challenge to the “scientific 
psychiatry” of Kraepelin and others (Chap. 2), but it was a case of old 
wine in new bottles for extending the oppressive patriarchal practices of 
the mental health system. 

Restricted to the public setting of the mental hospital, biomedical 
psychiatry continued to confine greater numbers of deviant working- 
class women for longer periods of time within their walls. These women 
included uncooperative housewives, widows, single mothers, those sexu- 
ally or physically abused by family members or relatives, as well as those 
women considered in some other way to be immoral, criminal, aggressive, 
or generally “unfeminine.” With the neurotic disorders more likely to be 
labels used with middle-class women in therapy, hospitalised working- 
class females were typically labelled as schizophrenic and subjected to the 
new biomedical “treatments” for insanity including insulin coma therapy, 
ECT, and psychosurgery (Showalter 1985: 204-205). 

The evidence that has since been collected clearly demonstrates the use 
of such biomedical interventions to punish deviant women and reinforce 
conformity to the desired feminine gender role. For example, ECT— 
something Burstow (cited in Ussher 2011: 84) has bluntly described as 
“state sponsored violence against women’—has been disproportionately 
inflicted on women. Breggin suggests that this is because women are 
judged by the mental experts, “to have less need of their brains” (cited in 
Showalter 1985: 207). The sex role assumptions made by the psychiatric 
profession that women should be docile and confined to the domestic 
sphere have made disobedient and aggressive women a particular target 
for ECT throughout the twentieth century (Showalter 1985: 207). In 
her own account of being hospitalised in 1961, Janet Frame (cited in 
Ussher 2011: 83)—one of New Zealand’s most celebrated novelists— 
recalled that ECT was a constant threat for nonconforming and “dif- 
ficult” women. As a result, 


you learned with earnest dedication to “fit in”; you learned not to cry in 
company but to smile and pronounce yourself pleased, and to ask from 
time if you could go home, as proof you were getting better and therefore 
in no need to be smuggled in the night to Ward Two [for ECT]. You 
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learned the chores, to make your bed with the government motto facing 
the correct way and the corners of the counterpane neatly angled. 


While the use of ECT decreased with deinstitutionalisation in the 1970s, 
it has had a recent revival in the new century with women continuing to 
be overrepresented in the statistics (Ussher 2011: 83-84). As Ussher has 
outlined, ECT remains a form of medical control against deviant and 
resistant wives and mothers in the twenty-first century; ECT can be used 
as a threat to produce compliance in the patient but, more than this, 
to “restore women to ‘normal’ marital functioning” (Ussher 2011: 86). 
Citing Johnstone’s research on experiences of ECT, Ussher (2011: 86) 
recalls women being told by psychiatric staff that upsetting or worrying 
their husbands is “not a good thing for a wife to do,” and that the treat- 
ment—often resulting in memory loss as well as a fear of repeat treat- 
ments—was being given, “for the sake of the family.” 

As appropriate to their gender roles in the highly conservative nuclear 
families of the 1940s and 1950s, the lobotomy promised to return frus- 
trated housewives, hostile mothers, and antagonistic women to the home 
as more submissive and docile models (Chap. 2). Housewives were con- 
sidered excellent candidates for the procedure by psychosurgeons because 
it allowed women to better cope with marriage and family obligations 
(Showalter 1985: 210). Certainly, in England it has been recorded that the 
majority of lobotomies carried out were performed on women (Showalter 
1985: 209). Such radical interventions further demonstrate psychiatry as 
an institution of social control, responsible for reinforcing the expected 
female role through “symbolic episodes of punishment for intellectual 
ambition, domestic defiance, and sexual autonomy” (Showalter 1985: 
210). Such physical treatments were eventually replaced following the 
introduction of the drug chlorpromazine (marketed as Thorazine in 
America) in the late 1950s. Chlorpromazine was marketed as the chemical 
equivalent of a lobotomy (Chap. 2), yet cheaper and—in theory—safer 
than psychosurgery. Uncooperative women were again targeted for this 
treatment, a situation which has continued with the rapid growth in drug 
treatments and the increasing number of psychiatric diagnoses focused 
on women. As Diamond (2014: 195) has summarised, women seeking 
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help from the mental health system in the twenty-first century remain, 
“twice as likely [as men] to be given pscyhopharmaceutical drugs.” 


Neoliberalism and “Feminising” the DSM 


Deinstitutionalisation has been bittersweet for women. The successes 
of second wave feminism in challenging the traditional gender roles of 
mothers and wives has seen an expansion in the psychiatric surveillance 
and monitoring of the “new woman” outside of the home. This is wit- 
nessed, for example, in the steady increase in the number of “feminised” 
categories of mental illness in the DSM which problematise the female 
role, and in which women are typically overrepresented (see Table 6.1). 
While still being the primary carer in the home, the demands of neo- 
liberal society for women to engage in the labour market is matched by 
the increasing variety of ways that the psychiatric discourse has sought 
to medicalise women’s bodies and experiences. The introduction of pre- 
menstrual dysphoric disorder (PMDD) to full mental disorder status in 
the DSM-5, for example, demonstrates the profession's successful pathol- 
ogisation of menstruation. The “symptoms” of this disorder include a 
“lack of energy,” “specific food cravings,” and “physical symptoms such as 
breast tenderness or swelling, joint or muscle pain, a sensation of ‘bloat- 
ing, or weight gain” (American Psychiatric Association 2013: 172). As 
Moynihan and Cassels (2005: 100) wryly note, “[t]he emotional ups and 
downs preceding your period are no longer a part of normal life—they 
are now a telltale sign you could have a psychiatric disorder.” During the 
development of the DSM-IV in the early 1990s, Paula Caplan served 
on the APA committee responsible for reviewing the research evidence 
for the PMDD category (then titled late luteal phase dysphoric disorder 
(LLPDD)). She subsequently resigned from the committee on the 


Table 6.1 Number of “feminised” diagnostic categories in the DSM, 1952-2013 


DSM-I DSM-II DSM-III DSM-III-R DSM-IV DSM-IV-TR DSM-5 
(1952) (1968) (1980) (1987) (1994) (2000) (2013) 
4 9 19 16 21 25 24 


aSee Appendix C for full diagnostic list. 
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grounds that there was no empirical evidence for PMDD, stating that 
instead there were clear social and political dangers in introducing a cat- 
egory so blatantly aimed at pathologising women’s bodies (Caplan 1995: 
122-167). Despite protests from Caplan and other researchers, the APA 
still introduced the disorder to the appendices of the DSM-IV. PMDD 
and its previous incarnations of LLPDD, premenstrual syndrome (PMS), 
and premenstrual tension (PMT) have been perfect patriarchal designa- 
tions with which to label women as biologically out of control, a prisoner 
to their own hormones. For over 80 years this disorder has served to rein- 
force respectable femininity and police women’s complaints associated 
with their restricted roles in capitalist society. As Chrisler and Caplan 
(2002: 283) have noted of the construction of PMT in 1931, it “pro- 
vided a sound, medical (i.e., scientific) reason why women should stay 
out of the workforce and leave to men any jobs that were available.” 
As the neoliberal equivalent, however, the current variant is more con- 
cerned with pathologising the “unproductive” woman. As the DSM-5 
(American Psychiatric Association 2013: 172, emphasis added) explicitly 
states, “[t]he symptoms [of PMDD] are associated with clinically sig- 
nificant distress or interference with work, school, usual social activities, 
or relationships with others (e.g., avoidance of social activities; decreased 
productivity and efficiency at work, school, or home).” 

Parker (2007: 69-70) reminds us that the neoliberal workplace has 
become increasingly “feminised” with the growth in service sector and 
leisure industries, and the greater focus on employee’s interpersonal and 
“emotional” skills in areas such as business, commerce, and marketing. 
Female participation in the US labour force has increased from less than 
a third in the 1940s to 57 per cent currently (the comparative rate for 
males is 70 per cent) (U.S. Bureau of Labor Statistics 2014: 1), with the 
figures for most European countries being slightly higher (The Globalist 
2015). Women have also become more visible in senior management 
roles, with over 20 per cent of these positions now filled globally by 
females (Grant Thornton 2012). Unchained from the traditional sites 
of female labour and empowered by the economic freedoms of the mar- 
ketplace, young women would now appear to be the emancipated ver- 
sions that their mothers had dreamed of and fought for with second wave 
feminism. However, compared to men, women remain poorly paid in 
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less secure jobs, are still grossly underrepresented in management posi- 
tions, and continue to undertake the majority of the housework and 
domestic responsibilities (Ihe Globe and Mail 2013; Grant Thornton 
2012; U.S. Bureau of Labor Statistics 2014: 2-3). 

‘The psy-professions have become increasingly important in the man- 
agement of these changing gender roles, and in promoting the ideol- 
ogy of the “normal” feminine subject who is constantly self-monitoring 
her own behaviour and emotions. This can be seen, for instance, in the 
changes in the psychiatric discourse on gender and women with each 
DSM. Contrary to what common sense might suggest about medicine 
moving away from the sexist clichés of the female form found in text- 
books on pathology 50 years ago, the psychiatric profession has actually 
sought to reinstate and multiply their focus on aspects of the “femi- 
nine” within the DSM, with increased references to hormones, physi- 
cal appearance, housework, the family, childbirth, and (predominantly 
female) sexuality within their diagnostic creations (see Table 6.2). The 
proliferation of such wording and phasing in each DSM as neoliberal- 
ism has progressed—especially the total count increase witnessed with 
DSM-III, DSM-IV, and DSM-5—is evidence of the increasing useful- 
ness of psychiatric discourse as a means of ideological control of female 
behaviour, both policing the boundaries of acceptable gender roles as well 
as reinforcing heteronormativity. 

Following the physical “treatments” that the institution used to assert 
patriarchal authority over women by coercive means, the ideological 
function of psychiatry has expanded with the merging of biomedicine 
and neoliberalism (see, e.g., Moncrieff 2008). Explicitly, the growth 
in psychopharmaceuticals since the 1970s has succeeded in promot- 
ing self-monitoring practices and potential coping mechanisms for the 
multiple roles now demanded of women. In the advertising of antide- 
pressants, for example, females are dominantly portrayed as hindered 
by their own biology; “emancipation” for women in neoliberal society is 
therefore only possible by self-diagnosing and self-medicating behaviour 
(Ussher 2011: 88-91). “Tapping into a post-feminist neoliberal dis- 
course of equality,” remarks Ussher (2011: 90) of such adverts, “women 
are portrayed as being able to work productively alongside men, as long 
as they are liberated from hormonal or mood fluctuations.” As with 


155 


lons 


Patriarchal Relati 


ing 


: Reproduci 


6 Women 


S8E 
E6L 
OEL 

L 


(€L02) 
s-Wsd 


(0002) 
UL-Al 
-NSA 


LL 
EZL 
6l 
L 


(0861) 
IASG 


N + vt 
NOD 


O-NOONMM- HN - KH ON 


N 


(8961) 
IFNSG 


N 
ODON enN ene MO 


ABojopoyjew 104 Y xipuaddy ƏƏŞe 
}UNOD |2}01 
uə/juewoM 

A/enxəsş 
YLigp|!yr/Axj.ueubadd 
adueseaddeyjesiskud 
1YHlampjapun/sarQ 
Ayyjaseqo 
sasuaw/a|2A2/UOl1/JeNdySUal/l 
Jesasnedouay| 

1€91/214Ə}SÁH 

|e /s/PUOWIOH 
y4omasnoy/awoH 
eloudsApjiapsosip/Ay}Uapl/payapuay 
Ayaululwea 

ajewa, 

Awe 

Japsosip buljey 

uoiuoqy 


əsesyd/p10M 


eELOZ-ZS6L ‘INSG 24} u! sasesyd/sp4om pƏ}zejə1-əpuəb zo waquinNn Z9 əlqeL 


156 Psychiatric Hegemony 


the increasing range of feminised mental illness labels, antidepressants 
would appear to offer women “freedom” from the increasing demands 
of neoliberal society; a view articulated in Peter Kramer’s book Listening 
to Prozac (1994) when the psychiatrist argues that selective serotonin 
reuptake inhibitors (SSRIs) can be understood as “feminist” solutions 
to the realities of women’s current economic and social situation. Taking 
antidepressants, he suggests, can increase confidence and energy levels 
while allowing women to become “less serious” about family circum- 
stances such as finding a life partner or dealing with marital stress (cited 
in Tseris and Cohen 2016: 422). In this way, psychiatric hegemony suc- 
cessfully depoliticises continuing gender inequalities in capitalist soci- 
ety through the promotion of technologies of self-governance rather 
than collective political action. The following section demonstrates the 
continuity of the psy-professional surveillance of women from the con- 
struction of hysteria in the nineteenth century to the current DSM-5 
equivalent of BPD. 


Case Studies: Hysteria and Borderline 
Personality Disorder 


Psychiatry’s policing of femininity within industrial society has played 
a key role in maintaining patriarchal power. Validity for the knowledge 
claims and practices of the mental health system has been achieved on 
the basis of enforcing the division of labour through the construction of 
mental illness labels which reinforce dominant gender roles and punish 
deviations from them. Far from vanishing in the twenty-first century, 
the diagnosis of hysteria has in fact fragmented and morphed into many 
more “feminised” categories of pathology which can be found in the 
DSM-5 today. As some psy-professionals have already argued (see, e.g., 
Becker 1997: 77; Goldstein 1982: 211), these categories of mental illness 
need to be considered as “waste basket” diagnoses; they are categories into 
which any and every woman can be placed as necessary for the mainte- 
nance of male dominance. This is as true for the current BPD label as it 
was for the classic category of hysteria. 
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It does not happen very often, but when a category of mental illness is 
removed from the DSM there are always those psychiatrists that mourn 
its passing into history. Perhaps this is less so with the blatant pro-slavery 
category of drapetomania (Chap. 7) and the inherent homophobia of 
including homosexuality in the DSM-I and the DSM-II, but there are 
still calls for hysteria to be considered a valid mental illness today (see, 
e.g., Stone et al. 2008). The good news for these psychiatrists is that the 
spirit of hysteria remains in many other DSM-5 categories. As Micale 
(1993: 525) explains of what has happened to the diagnosis, it “lacked 
a strong etiological theory to hold it together,” so instead the hysteria 
classification has been, “effectively broken down into its constituent 
symptomatological parts, which were then reassembled in new combina- 
tions and distributed to many other medical categories.” We should not 
be surprised: as a racialised category of mental disorder, drapetomania 
morphed into schizophrenia and “cannabis psychosis” (Chap. 7), homo- 
sexuality became a part of gender identity disorder (GID) and, more 
recently, gender dysphoria (GD). Once created, psychiatric diagnoses 
never really disappear but are instead recycled into many more categories 
of mental illness. 

Despite the eventual disappearance of the hysteria diagnosis in the 
mid-twentieth century, official historians of psychiatry remain keen to 
evoke the label as a timeless—though often misunderstood—part of 
human experience. After all, the term was used in the ancient civilisations 
of Egypt and Greece to denote physical pathology in women resulting 
from the movement of the womb (Veith 1970: 10). Thus, states Shorter 
(1997: 22), such mental pathologies, “have accompanied humankind,” 
and “have always been with us.” Yet many of the nineteenth century 
physicians who believed in the reality of the disorder conceded that the 
hysteria classification was a chaotic mess of contrasting and overlapping 
behaviours and symptoms. This included the inventor of the famous “rest 
cure” for the disorder, Silas Weir Mitchell, who often referred to the diag- 
nosis as “mysteria” (Scull 2009: 6-7). In contrast, what a sociocultural 
analysis of hysteria more closely identifies is the ongoing moral persecu- 
tion of women by medicine, as Allison and Roberts (1994: 239) remark, 
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Throughout the history of medicine from the early Greeks up to the end of 
the nineteenth century, the definition and diagnosis of hysteria had a func- 
tion similar to that found in the persecution of witchcraft: it sought to 
eradicate the outbursts of nonconforming and emotionally threatening 
conduct of women. 


Consequently, summates Gibson (2004: 201), “the diagnosis has served 
the status quo from its politically motivated construction to its socially 
constructed present.” 

The appropriation of the hysteria label by the emerging psychiat- 
ric profession served a number of specific purposes in the nineteenth 
century. Firstly, it aided the legitimisation of the profession with other 
branches of scientific medicine through furthering biological explana- 
tions for the pathology (in this case, the unwarranted behaviour of the 
uterus). Secondly, the diagnosis gave a historically credible lineage which 
could be traced all the way back to Hippocrates, the “father of western 
medicine” (Allison and Roberts 1994: 243). Thus, the classification gave 
psychiatric science a “progressive” medical narrative to further legitimate 
their expanding activities. Thirdly, increased protests against the con- 
straints on the female role could be reconstituted as an organic mental 
disorder over which women had little control (Russell 1995: 25); in this 
way, social and political threats to the contemporary patriarchal order 
became increasingly seen as evidence of the irrationality and “hysterical” 
proclivity of women. As Showalter (1985: 145) maintains, of all the ner- 
vous disorders with which women were labelled, “hysteria was the most 
strongly identified with the feminist movement.” Above all, psychiatry’s 
success was tied to the labelling of resistant women as hysterical, which 
in turn supported the status quo of industrial capitalism; women were 
required to work and perform in the supportive domestic sphere, and 
deviations from their prescribed roles as dutiful wives, mothers, and car- 
ers would be punished. 

Hysteria was originally conceptualised by Hippocrates as a physical 
disorder caused by the wandering of the uterus to different parts of the 
body. This was hypothesised as leading to a great number of disorders 
and disturbances, as Allison and Roberts (1994: 242, emphasis original) 
explain, 


6 Women: Reproducing Patriarchal Relations 159 


In certain cases, the upward movement of the uterus (the /ystera) would 
cause great irritation and pain in the pelvis; in other cases, it moved directly 
into the throat, creating a sensation of strangulation caused by the imaginary 
sensation of a lump in the throat (globus hystericus); in still others, it might 
cause flushing, paralysis, seizures, violent headaches, fits of sobbing, etc. 


Virgins, widows, and spinsters were considered as more susceptible to 
the affliction due to the “drying out” of the uterus (Allison and Roberts 
1994: 242). The cure for hysteria therefore suggested by Hippocrates 
was “marriage, remarriage, and intercourse” (Allison and Roberts 1994: 
243). Two millennia later, psychiatric physicians hypothesised the aeti- 
ology and treatment of hysteria in a strikingly similar manner: women 
remained prisoners of their biology and vulnerable to mental disease if 
they should venture beyond the domestic sphere, overexertion caused by 
such pursuits as education or employment could cause the womb to yet 
again wander. A conception of women as physically and mentally weak 
as symbolised by the hysteria label, notes Cayleff (1988: 1202), both 
explained and reinforced the ideological justification of women as “natu- 
rally” more suited for childbearing and emotional work within the home. 
Those women of an independent or rebellious nature were particularly 
at risk of the disorder, as one gynaecologist (cited in Smith-Rosenberg 
and Rosenberg 1973: 341) complained of the college-educated female 
in 1901, 


She may be highly cultured and accomplished and shine in society, but her 
future husband will discover too late that he has married a large outfit of 
headaches, backaches and spine aches, instead of a woman fitted to take up 
the duties of life. 


Likewise, Showalter (1985: 145) cites EC. Skey’s observations of his hys- 
terical patients in 1866 as, “exhibiting more than usual force and decision 
of character, of strong resolution, fearless of character.” The hysteria label 
therefore reinforced dominant sex roles by prescribing the idea of home life 
as the healthy and “natural” place for women. Therapeutic solutions rec- 
ommended by psychiatry for women were naturally located in the home— 
through marriage, having a child, responding positively to their husband’s 


160 Psychiatric Hegemony 


sexual advances, as well as being more involved in domestic chores and less 
in intellectual activities. For example, Smith-Rosenberg and Rosenberg 
(1973: 341) note that the involvement in house-cleaning activities was rec- 
ommended for the “servant-coddled American girl” who might otherwise 
fall prey to hysteria. Those so labelled as hysterics were often considered by 
psychiatrists as difficult to treat and “fakers, self-indulgent, undisciplined, 
and morally weak” women who were failing in their prescribed duties as 
middle-class wives and mothers (Jimenez 1997: 157). 

As the struggle for women’s rights increased in the latter decades of 
the nineteenth century, the hysteria label was increasingly utilised as a 
catch-all mental disease for any woman exhibiting behaviour considered 
as troublesome and a threat to the tightly constructed Victorian sex roles. 
Psychiatry could label women as hysterical for being “unfeminine” and 
overaggressive if they had sympathies for the suffrage movement or failed 
to have children at their husband’s request or, in contrast, for being “over- 
sensitive” and emotional, refusing to eat or keep the home in order, being 
constantly tired, or prone to crying. In short, the hysteria label could be 
applied to any aspect of female behaviour, and as Ussher (2011: 9) states, 
was eventually, “linked to the essence of femininity itself.” By the turn of 
the century, the validity of the diagnosis was beginning to be questioned 
within the profession as some physicians disparagingly referred to it as 
the “wastebasket of medicine” (Lesegne, cited in Ussher 2011: 10). The 
introduction of Freud and Breuer’s famous work on the aetiology of hys- 
teria undermined the somatic (physical or biological) foundation for the 
disorder, instead emphasising the supposed “sexual neurosis” of women 
suffering from “classic hysteria” (Allison and Roberts 1994: 253). Sexual 
trauma—fistly theorised as real, but then hastily altered by Freud to 
imagined (see Masson 1992)—rather than organic predisposition could 
more precisely explain such women’s complex array of neurotic symp- 
toms. Even if sexual neurosis appeared at first to be absent from female 
complaints, Freud believed that with enough therapy the anxieties of, for 
example, being a virgin, being over- or under-aroused by men, or want- 
ing to be loved, would eventually surface. In this way, Freud’s work con- 
tinued the psychiatric pathologisation of women but with a more distinct 
framing of “female problems” as sexual in nature (Allison and Roberts 


1994: 255). Ironically, as Allison and Roberts (1994: 257-8) recall, this 
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narrowing of the hysteria diagnosis led to its virtual disappearance in the 
early twentieth century, and its replacement by many more varieties of 
neuroses, phobias, and other personality disorders which would eventu- 
ally find their way into the DSM. 

Reflecting the conservative values of post-war society and capitalism’s 
need to remove women from the factories and return to the home, the 
DSM-I (American Psychiatric Association 1952) retained a plethora of 
hysteria diagnoses, while the DSM-II (American Psychiatric Association 
1968: 43) reinforced the gender-specific nature of the “hysterical person- 
ality (histrionic personality disorder)” classification as follows: 


These behavior patterns are characterized by excitability, emotional insta- 
bility, over-reactivity, and self-dramatization. This self-dramatization is 
always attention-seeking and often seductive, whether or not the patient is 
aware of its purpose. These personalities are also immature, self-centered, 
often vain, and usually dependent on others. 


However, the results of second wave feminism in the 1960s and 1970s, 
along with changes in the composition of the workforce and emergent 
neoliberal policies, led to altered expectations of gender roles within west- 
ern society. Women remained the primary caregiver and homemaker, 
yet also became increasingly visible in the public sphere and significant 
in the world of work. The new woman was independent, decisive, and 
single minded. She had control of her own reproductive capabilities and 
demanded respect and equal rights to men in all spheres of life. In sum, 
the modern woman was a clear threat to patriarchal authority and capital- 
ism’s need for future workers and a reserve army of labour. Institutions 
of civil society in the late twentieth century were, thus, responsible for 
reinforcing gender differences and demarcating sex roles as natural while 
fundamentally progressive. As Jimenez (1997: 161) puts it, “[t]he appar- 
ent permanence of the changes in gender roles that followed the feminist 
movement and other social changes of the 1960s and 1970s led to a revi- 
sion of psychiatric norms regarding appropriate behavior for women.” 
The response of western psychiatry as represented by the APA’s DSM-III 
(American Psychiatric Association 1980) was to update their conceptions 
of appropriate gender roles, portraying the modern woman as increasingly 
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prone to mental illness due to a combination of the increased pressures 
from her multiple roles in society, as well as her abandonment of the 
home and the family as her “natural” environment. Consequently, the 
“hysterical personality” diagnosis was renamed histrionic personality dis- 
order (HPD), a classification which remains in the DSM to this day. As 
Jimenez (1997: 158) notes, the symptoms of this modern diagnosis bore 
a striking similarity to those which psychiatrists offered for the nineteenth 
century “hysteric.” The sufferer of HPD was “[e]ssentially a caricature of 
exaggerated femininity,” with symptoms suggesting childlike, manipula- 
tive, vain, excitable, immature, and overdramatic behaviour. (Meanwhile, 
the version of HPD in the DSM-5 reads like a thinly veiled misogynist 
rant against a female partner who—in the words of the APA—often acts 
out the role of either “victim” or “princess” in their relationship with oth- 
ers (APA 2013: 668)). 

As a significant “feminised” category of mental illness, however, HPD 
was superseded in the DSM-III by the introduction of the controversial 
BPD, a label which has been increasingly applied to women, with around 
75 per cent of all cases estimated to be female (Becker 1997: xxii—xxiii). 
Seen as a milder form of schizophrenia and lying on the “borderline” 
between neuroses and psychoses, the concept has been used in psychiatry 
since 1938 (Decker 2013: 196). Like other personality disorders, BPD 
has a notoriously low reliability level even by the generally poor standards 
of the DSM, and even within the profession is considered by many as yet 
another “wastebasket” category (though as Bourne (2011: 76) ruefully 
remarks, the ambiguity of such personality disorders makes them par- 
ticularly useful in policing deviance in the new century). One member of 
the DSM-III task force stated at the time of constructing BPD that “in 
my opinion, the borderline syndrome stands for everything that is wrong 
with psychiatry [and] the category should be eliminated” (cited in Decker 
2013:199). The chair of the task force, Robert Spitzer, admitted with 
the publication of DSM-III that BPD was only included in the manual 
due to pressures from psychoanalytically oriented clinicians who found 
it useful in their practices (Spitzer 1980: 31-32). Such practices have 
been documented by Luhrmann (2000: 113) who describes psychiatrists’ 
typical view of the BPD patient as “an angry, difficult woman—almost 
always a woman—given to intense, unstable relationships and a tendency 
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to make suicide attempts as a call for help.” Bearing significant similari- 
ties to the feelings of nineteenth century psychiatrists towards hysterics, 
Luhrmann's (2000: 115) study reveals psychiatrists’ revulsion of those 
they label with a personality disorder: they are “patients you don't like, 
don’ trust, dont want ... One of the reasons you dislike them is an 
expungable sense that they are morally at fault because they choose to 
be different.” Becker (1997: xv) reinforces this general view of the BPD 
label when she states that “[t]here is no other diagnosis currently in use 
that has the intense pejorative connotations that have been attached to 
the borderline personality disorder diagnosis.” A bitter irony for those 
labelled with BPD is that many are known to have experienced sexual 
abuse in childhood (Ussher 2011: 81), something they share in com- 
mon with many of those Freud labelled as hysterical a century earlier; a 
psychiatric pattern of depoliticising sexual abuse by ignoring the (usually) 
male perpetrator, and instead pathologising the survival mechanisms of 
the victim as abnormal (Caplan 1995: 237). 

By the mid-1980s, the hysteria diagnosis had disappeared from the 
clinical setting while BPD had become the most commonly diagnosed 
personality disorder (Bourne 2011: 76). BPD is now the most important 
label which psychiatric hegemony invokes to serve capital and patriar- 
chy through monitoring and controlling the modern woman, reinforc- 
ing expected gender roles within the more fluid, neoliberal environment. 
Nevertheless, as Jimenez (1997: 163, emphasis added) reminds us, the 
historical continuity from hysteria to BPD is clear: 


Both diagnoses delimit appropriate behavior for women, and many of the 
criteria are stereotypically feminine. What distinguishes borderline person- 
ality disorder from hysteria is the inclusion of anger and other aggressive 
characteristics, such as shoplifting, reckless driving, and substance abuse. Zf 
the hysteric was a damaged woman, the borderline woman is a dangerous one. 


The overemotional, needy housewife of the nineteenth century had 
been replaced at the end of the twentieth century by Glenn Close in 
the film Fatal Attraction (1987)—an out of control, irrational, aggressive 
(if unknowing) victim of women’s liberation. As the DSM-5 (American 
Psychiatric Association 2013: 664) states of the BPD sufferer, 
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Easily bored, they may constantly seek something to do. Individuals with 
this disorder frequently express inappropriate, intense anger or have difh- 
culty controlling their anger ... They may display extreme sarcasm, endur- 
ing bitterness, or verbal outbursts. The anger is often elicited when a 
caregiver or lover is seen as neglectful, withholding, uncaring, or abandon- 
ing. Such expressions of anger are often followed by shame and guilt and 
contribute to the feeling they have of being evil. 


BPD asserts a moral code on the neoliberal woman, defining the lim- 
its of her independence in line with dominant, expected gender roles 
in the twenty-first century. Thus, the introduction of such categories to 
the DSM is far from accidental. In contrast, Jimenez (1997: 166—167) 
insightfully states, 


It was related to the social and cultural gains women achieved in the 1970s, 
when many middle-class women moved into the public sphere, increasing 
their independence and reshuffling gender roles. These personality disor- 
ders define the mentally healthy woman as one who is renewed and ener- 
gized by social change and no longer dependent on men, but neither angry 
nor aggressive. According to the criteria, a woman who is mentally healthy 
restrains her sexuality and does not use her new powers to manipulate men. 
Together, these diagnoses demonstrate psychiatry’s ability not only to 
respond to changes in gender-role arrangements, but to limit their impact. 


Personality disorders such as BPD serve as the latest versions of supposed 
scientifically valid medical classifications with which to police and con- 
trol women’s behaviour in neoliberal society. As Ussher (2011: 81) has 
reiterated, it is a historically persistent form of social control of women 
that powerful forces in society have considered deviant: 


As the outspoken, difficult woman of the sixteenth century was castigated 
as a witch, and the same woman in the nineteenth century a hysteric, in the 
late twentieth and twenty-first centuries, she is described as “borderline.” 
All are stigmatising labels. All are irrevocably tied to what it means to be a 
“woman” at a particular point in history. 
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Summary 


From nymphomania to PMDD, the labelling of women as mentally dis- 
ordered has been a successful mechanism through which psy-professionals 
have gained prestige and power in capitalist society. As I have discussed 
in this chapter, psychiatry has always been an institution of patriarchal 
power, responsible for reinforcing gender roles as natural and common 
sense while pathologising any potential deviations from these. Though 
“feminised” diagnoses lack validity, they have served to support the domi- 
nant economic and ideological prerogatives for compliant mothers, wives, 
carers, and (increasingly) workers. Unlike other patriarchal institutions, 
however, psychiatrists and allied professions have had the advantage of 
being able to transform the lived conditions, experiences, and behaviour 
of women into medical symptoms of pathology. As Jimenez (1997: 171) 
has stated of this process of medicalisation, “[p]sychiatry’s ideas about 
appropriate gender-role behavior are hardly unique. What is unique is 
its role in the social construction of disease: Through the reification of 
its diagnostic system, psychiatry translates gender ideologies into defin- 
able codes for women’s behavior.” In neoliberal society, the demands on 
women have only increased and, with them, the number of psychiatric 
labels which can be applied to those who fail to be productive, self-regulat- 
ing individuals. Thus, as the psychiatric discourse has reached hegemonic 
status, the surveillance of the female has continued to be a significant part 
of psy-professional activity. In this chapter I included discussion of the 
ways in which social and political protest by women has been pathologised 
by the mental health experts, the following chapter explores more general 
issues of dissent and collective resistance to capitalism and, in doing so, 
the—symbolically and physically—violent psychiatric responses to these. 
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7 


Resistance: Pathologising Dissent 


The previous chapters have demonstrated that the primary function of the 
psy-professions is to normalise the fundamental inequalities in capitalist 
society as natural and common sense. The need to be constantly working 
on the self in the workplace, at home, and in school is reinforced through 
the psychiatry hegemony which has individualised and pathologised 
many aspects of our lived experience in neoliberal society. Predicated on 
the moral judgement of who is “normal” and “rational” in this society, 
at this historical juncture, and who is seen as abnormal and therefore in 
need of some sort of intervention, these professional groups are therefore 
fundamentally political in nature. Without a sufficient scientific base for 
any mental disorder (Chap. 1), the psychiatric discourse promoted at a 
given time is mutable to the dominant norms and values of that society. 
Indeed, I have argued in this book that the success that the experts of 
the mind have achieved within capitalism can only be fully explained 
through understanding the profession as an outcome of this very system; 
a supporting institution which furthers the needs for economic profit 
and, in neoliberal society, ideological control of the general population. 
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The inherent political nature of the psy-disciplines has been, for the 
most part, successfully hidden behind their appropriation of the language 
and practices of scientific enquiry. This perceived objectivity and neutral- 
ity of expert knowledge on mental illness is, however, based on the liberal 
democratic status quo and a positioning of “normality” which is inevita- 
bly framed by the values of the free market; to disagree or rebel against 
such values is to risk being seen as “abnormal” and in need of “treatment” 
by the mental health system. As Parker (2007: 76) argues of psycholo- 
gists, they “imagine that the people they study should be the same as 
them, that ordinary people should be neutral and impartial in judgements 
about the world.” People who instead hold certain political opinions or, 
worse, are involved in collective action as part of such views are treated 
with suspicion and often labelled as “mentally ill” by the psy-professions. 
This situation is more broadly alluded to by the anti-psychiatrist, David 
Cooper (cited in Foucault 1988b: 191), when he states that “all madmen 
are political dissidents. But each delusion—or supposed delusion—may 
be found in political declarations.” 

As we shall see in this chapter, the supposed scientific discourse in 
psychiatry and allied disciplines has been a useful tool for pathologising 
collective action and political dissent within industrial society. It will be 
shown, for instance, that threats to the social order are reframed by the 
psychiatric discourse as symptoms of personal mental distress, an issue 
which was not lost on the civil rights leader Martin Luther King, Jnr 
(cited in MindFreedom 2012) in the 1950s, when he stated, 


‘There is a word in modern psychology which is now probably more famil- 
iar than any other words [sic] in psychology. It is the word “maladjusted” 
... [But] there are some things in our social system that I’m proud to be 
maladjusted to ... I never intend to adjust myself to the viciousness of 
lynch mobs; I never intend to become adjusted to the evils of segregation 
and discrimination; I never intend to become adjusted to the tragic 
inequalities of the economic system which will take necessity from the 
masses to give luxury to the classes; I never intend to become adjusted to 
the insanity’s of militarism, the self-defeating method of physical 
violence. 
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In every industrial society and in every epoch there are examples of psy- 
professions pathologising dissent and resistance to the social order. As 
agents of the state, these ideological institutions have defined collec- 
tive struggles at various times as unlawfulness and as mental illness. As 
Foucault (1988b: 191, emphasis original) reminds us, 


To be dangerous is not an offense. To be dangerous is not an illness. It is not 
a symptom. And yet we have come, as if it is self-evident, and for over a 
century now, to use the notion of danger, by a perpetual movement back- 
wards and forwards between the penal and the medical. 


Indeed, the diagnostic criteria for antisocial personality disorder 
(APD)—the DSM-5 psychiatric label that equates closest to the mythic 
“sociopathic” or “psychopathic” personality types often found in psychol- 
ogy textbooks and popular Hollywood movies—overtly makes this con- 
nection between the violation of social norms, unlawful behaviour, and 
mental illness by the construction of symptoms including, “[f]ailure to 
conform to social norms with respect to lawful behaviors, as indicated by 
repeatedly performing acts that are grounds for arrest,” “[d]eceitfulness, 
as indicated by repeated lying, use of aliases, or conning others for per- 
sonal profit or pleasure,” and “[clonsistent irresponsibility, as indicated 
by repeated failure to sustain consistent work behavior or honor financial 
obligations” (American Psychiatric Association 2013: 659). The produc- 
tion of such psychiatric discourse holds the promise for liberal democ- 
racies and dictatorships alike of nullifying opposition and confining 
problematic elements on the rational basis of “medical science.” In this 
way, psychiatric intervention has become a much more useful method of 
neutralisation within neoliberal society compared to the criminal justice 
system. This is due to the power of the mental illness label to devalue 
political action and collective sentiments much more effectively than the 
martyrdom and punishment often associated with the imprisonment of 
political activists. 

The following discussion outlines a range of historical and contem- 
porary examples which forward my argument for psy-professions as 
agents of the state and the increasing hegemonic status of the psychiatric 
discourse in neoliberal society. My investigation will cover psychiatry’s 
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involvement in justifying colonisation and slavery, the central role of psy- 
professionals in the Holocaust, and the psychiatric labelling of politi- 
cal dissidents as “mentally ill” in the Soviet Union. Later sections of the 
chapter profile more contemporary psy-practices, from the pathologisa- 
tion of independence movements in Africa to their recent involvement in 
torturing prisoners of the “war on terror.” 


Biomedicine and Psychiatry’s War on Race 


Ongoing critiques of psychiatry’s attachment to the biomedical model 
tend to forget one crucial factor for the institution's inability to part com- 
pany with a theory which has produced so little of substance for the dis- 
cipline: the legitimation of the mental health system as a true “scientific” 
endeavour which aligns them with other branches of medicine. As Scull 
(1984: 79) remarks of the introduction of mass-marketed psychophar- 
maceuticals in the 1950s, 


At very least, one must acknowledge that in this period [psychiatrists] were 
given a new treatment modality which enabled them to engage in a more 
passable imitation of conventional medical practice. In place of acting as 
glorified administrators of huge custodial warehouses, and instead of rely- 
ing on crude empirical devices like shock therapy and even cruder surgical 
techniques like lobotomy to provide themselves with an all too transparent 
medical figleaf, psychiatrists in public mental hospitals could now engage 
in the prescription and administration of the classic symbolic accoutre- 
ment of the modern medicine man—drugs. 


The successful explosion of the market in psychopharmaceuticals since 
the DSM-III is one of psychiatry’s abiding success stories (Chap. 2). 
Despite the lack of any research which can conclusively identify a genetic 
component or a faulty neurotransmitter responsible for mental illness 
(Burstow 2015: 13-14), the mass marketing of mental disorders as bio- 
logical disease—supported by big pharma money, a lucrative bioresearch 
industry and, increasingly, grassroots mental health organisations—has 
justified and reinforced psychiatry’s expertise as the ultimate authority in 
the area. That this biomedically backed discourse has become hegemonic 
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in neoliberal society is not however the result of pharmaceutical corpora- 
tions themselves but rather the interests of capital more generally. While 
the reductionism of biological theory has been important for psychiatric 
legitimation within wider medicine, state and economic elites have found 
this discourse useful in a variety of ways, such as “scientifically” justify- 
ing colonial expansion and western imperialism, subjugating Indigenous 
and minority populations, oppressing social and political opposition, and 
in carrying out mass genocides against adults and children labelled as 
mentally defective or mentally ill. Key examples of these activities will be 
discussed in this section. It will be shown that not only has the biomedi- 
cal discourse been utilised by ruling powers for such atrocities, but that 
psychiatry has been most enthusiastic in encouraging state support for 
operationalising such “science” and seeing it through, pragmatically, to 
its logical conclusion. This is because, like all other professional bodies, 
the institution of psychiatry cannot maintain their claim to an exclusive 
expertise and knowledge base without the support and backing of the 
state. This exclusivity in knowledge on mental health and illness would 
be seriously weakened if the main linkage to other branches of medi- 
cine—namely, the biomedical model—were to be abandoned. 

In the early 1990s—at the peak of a 20-year growth in the US crime 
rate—the federal government announced the launch of a “violence initia- 
tive.” Headed by the US Public Health Service and backed by senior psy- 
chiatrists such as Fredrick Goodwin (then chief scientist at the National 
Institute of Mental Health (NIMH)), this project drew on biological the- 
ories of crime which dated back to the nineteenth century Lombrosian 
concept of the “born criminal” (see Lombroso et al. 2006). It was pro- 
posed that a mass-screening programme of inner-city children would be 
undertaken across America to determine those biologically or geneti- 
cally predisposed towards anti-social and violent behaviour. As a vaccine 
against criminality, once the “conduct-disordered” children had been 
identified they could then be administrated psychotropic drugs. Breggin 
and Breggin’s (1998) detailed discussion of the violence initiative rightly 
demonstrates the racist ideology behind the supposed objectivity of this 
biomedical project; a focus on inner-city youth is blatantly a focus on 
minority and black communities. At the time, Goodwin allegedly made 
remarks at the National Advisory Mental Health Council comparing 
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“inner-city youth to monkeys who live in a jungle, and who just want to 
kill each other, have sex, and reproduce” (Breggin and Breggin 1998: 4). 

Psychiatry’s involvement in such projects is perhaps less shocking when 
considering their long support for racial theories of the mind. In 1850, 
physician Samuel Cartwright reported in The New Orleans Medical and 
Surgical Journal his discovery of two new mental disorders affecting slaves 
in the Deep South: the first, drapetomania, was a disease causing slaves 
to run away from their owners, while the second, dysaesthesia aethiopis, 
resulted in the slaves becoming lazy, showing a lack of respect for the rights 
of property and breaking work tools (Breggin and Breggin 1998: 144-145). 
‘The prescribed cure for both disorders was “whipping, hard labor, and, in 
extreme cases, amputation of the toes” (Metzl 2009: 30). This psychiatric 
naturalisation of slavery as normal, inevitable, and even healthy for the 
black slave has been referred to by Burstow (2015: 37) as a blatant example 
of “social control medicalized.” Yet as Greenberg (2013: 2—3) reminds us, 
for the burgeoning community of mad doctors, the discovery of such men- 
tal conditions held out the promise of contributing to contemporary soci- 
ety through the establishment of new “scientific” ideas in the area. 

The commonalities between slavery-era diagnostic constructions 
and psychiatry’s recent focus on inner-city youth are what Breggin and 
Breggin (1998: 145) describe as “the psychiatric labeling of resistive or 
rebellious activity in order to justify medical control.” This process of 
enforcing the status quo through the biomedical pathologisation of the 
political has allowed the psychiatric profession to enhance their respect- 
ability, capital, and power in capitalist society. Though treated with sus- 
picion by some colleagues in the north of the United States, Cartwright’s 
ideas were widely supported by fellow physicians, local politicians, and 
slave owners in the south. Whereas the classifications were abruptly con- 
signed to history by the civil war only a few years later, drapetomania, 
along with Kraepelin’s biological theories on praecox (later relabelled as 
schizophrenia), were highly influential on medical researchers in the early 
twentieth century who contended that African Americans were “biologi- 
cally unfit” for freedom (Metzl 2009: 31). 

Following emancipation, incarceration rates for African Americans 
rose dramatically in prisons as well as asylums. This appeared to con- 
firm the growing racialised view of black people—along with other “infe- 
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rior races,” including the Irish, Italians, and Chinese—within American 
society as less biologically evolved compared to the white population. 
Reflecting the opinion of many psychiatrists at the time, Metzl (2009: 
31) cites the psychiatrist Arrah Evarts in 1913 as lamenting the end of 
slavery when she states, 


This bondage in reality was a wonderful aid to the colored man ... It has 
been said by many observers whose words can scarce be doubted that a 
crazy Negro was a rare sight before emancipation. However that may be, 
we know he is by no means rare today. 


Supporting moves towards formal segregation in America, slavery was 
recast by such professional opinion as a benign set of social relations 
between superior and inferior races in which a natural harmony had been 
maintained. The freed slaves were now a danger to themselves and oth- 
ers. As O’Malley (cited in Gambino 2008: 392) stated of black people’s 
greater likelihood towards mental pathology in 1914, 


Before their animal appetites all barriers which society has raised in the 
instance of the white race go down, as though without power of frustrating 
... them. These appetites are gratified to such a degree that the results of 
these vices is a factor which has probably done more than all others to 
produce mental disease. 


Thus, rising rates of criminality and insanity among the black popula- 
tion were theorised as an unsurprising and inevitable consequence of 
the upsetting of the “natural” racial hierarchy. All behaviours of black 
people on psychiatric wards were seen as further evidence of mental 
illness and explained using this racialised discourse. The growing rate 
of psychiatric incarceration for African Americans appeared to dem- 
onstrate the superiority of “civilised” white society over more “primi- 
tive” cultures. Prison rates were similarly theorised as the result of 
lower intelligence and the susceptibility to mental illness within these 
biologically “weaker” populations, with the University of Chicago 
sociologist Charles Henderson (cited in Gabbidon 2015: 16) arguing 
in 1901, 
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‘There can be no doubt that one of the most serious factors in crime statis- 
tics is found in the conditions of the freedmen of African descent, both 
North and South. The causes are complex. The primary factor is racial 
inheritance, physical and mental inferiority, barbarism and slave ancestry 
and culture. 


However, in an alternative reading of the situation, Du Bois (1901) 
pointed out that the rise in the post-emancipation prison statistics coin- 
cided with introduction of the “Black Codes,” passed in many of the 
southern states in 1865 and 1866. These codes made it much easier for 
the states to incarcerate freed slaves and then return them back to the 
land as a prison work force. 

Psychiatry’s social control of the emancipated population took on the 
slightly more subtle biomedical approach in explaining the high levels of 
supposed mental illness among African Americans as a result of genetic 
inferiorities. The panic within white American society at the threat to the 
social order caused by emancipation—as well as the increased immigra- 
tion of “inferior stock” from Europe—at the beginning of the twentieth 
century led to the growing popularity of the so-called “science” of eugen- 
ics (the study of “human improvement” by genetic means). Following the 
logic of biological reductionism, Galton’s (1892) theory of eugenics drew 
on the Darwinist principles of natural selection to predict the future of the 
“races” (specifically, the future “quality” of the white race). For the good 
of humanity, argued Galton, those persons of “good quality” (by which 
was inferred white, middle class people of high intelligence) should be 
encouraged to breed only with similarly high-quality mates. In contrast, 
the intellectually inferior (read: the working classes in general, especially 
non-white groups) should be discouraged from any further reproduc- 
tion. Medical scholarship was quick to support the growing arguments 
of the eugenics movement by producing research (e.g., through intel- 
ligence testing—see Chap. 4) which appeared to prove the superiority of 
the white race as a natural, evolutionary progression in the human race. 
Fernando (2010: 55) notes that the psy-professions supported eugenicist 
ideas by attributing mental illness to “inborn defects that could not be 
corrected.” “By the middle of the twentieth century,” he states, “all men- 
tal disorders were firmly set as inborn conditions.” 
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America’s eugenics policies gathered pace in the early decades of the 
twentieth century. By 1930, 21 states had passed laws which sanctioned 
the sterilisation of the “defective classes” including the mentally retarded 
and insane, those with epilepsy, as well as the handicapped, the crimi- 
nal, and the poor (Reevy 2014: 294). The US Supreme Court was the 
first in history to uphold “compulsory sterilization of the insane and the 
‘imbecilic’ [as] legal” (Burstow 2015: 48). It is estimated that over 60,000 
people in the United States were sterilised as a result of such legislation 
(Reevy 2014: 294-295). Ironically, the increased numbers of the so-called 
“incurable” psychiatric patients signalled by the rising population of the 
asylums (Chap. 2) appeared to legitimate such Social Darwinist policies. 
Indeed, the “father of modern psychiatry,” Emil Kraepelin, grounded the 
institution in the principles of scientific investigation and biomedical 
theory, which eventually led him to support the eugenics movement in 
Germany. For Kraepelin, the increased numbers of the mentally ill in the 
country suggested a “degeneration” of the German race (Cohen 201 4a: 
442). Politically useful in further ensuring exclusivity of expertise over 
the area of mental health and illness within society, the biomedical model 
has inevitably led the profession to violence, torture, and—as we shall 
see in the next section—genocide, all of which has been justified by the 
institution as in the best interests of the patient. 


The Final Psychiatric Solution 


Revisionist historians of medicine are keen to interpret psychiatry’s 
enthusiastic involvement in the sterilisation and mass murder of hun- 
dreds of thousands of people labelled as “mentally ill” during the Third 
Reich (1933-1945) as an aberration, a perversion of correct medical 
practice (see, e.g., Birley 2000; Burleigh 1994; Lifton 2000). The official 
line is forwarded that German psychiatry was progressive, humane, and 
on the cutting edge of mental health care and treatment until the Nazis 
came to power in 1933. Hitler’s National Socialism then manipulated the 
institution for its own—ultimately genocidal—ends. Thus, it is argued 
that a “Nazification” of German psychiatry took place, where the appro- 
priate medical values for the care and welfare of the patient were replaced 
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by a fascist ideology. While there were a small minority of power-hungry, 
racist psychiatrists who were happy to follow Hitlers orders and send 
mental patients to the gas chambers, such scholarship suggests that most 
within psychiatry remained morally opposed to and critical of the regime. 
Certainly, this version of events is reassuring for workers in the current 
mental health system, yet it is far from the truth. Belatedly, established 
figures in German psychiatry such as Michael von Cranach (2010: $152) 
have recently admitted that the psychiatric genocide was “not, as we liked 
to think in the first decades after the war, a small group of Nazi criminal 
doctors, but the majority and the elite of German psychiatrists.” These 
seldom uttered admissions from within the profession echo the words 
of another psychiatrist, Frederic Wertham (cited in Breggin 1993: 135), 
who stated of the profession’s activities during the Third Reich, 


The tragedy is that the psychiatrists did not have to have an order. They 
acted on their own. They were not carrying out a death sentence pro- 
nounced by someone else. They were the legislators who laid down the 
rules for deciding who was to die; they were the administrators who worked 
out the procedures, provided the patients and places, and decided the 
methods of killing; they pronounced a sentence of life or death in every 
individual case; they were the executioners who carried out or—without 
being coerced to do so—surrendered their patients to be killed in other 
institutions; they supervised and often watched the slow deaths. 


“[H]ard though this may be to wrap one’s head around,” states Burstow 
(2015: 48), “psychiatrists can be reasonably theorized as architects of 
the Holocaust.” This claim was supported by observers at the post-war 
Nuremberg trials, including Leo Alexander (cited in Breggin 1993: 137, 
emphasis added) who stated that psychiatry’s operations in the 1930s 
could be understood as “the entering wedge for exterminations of far greater 
scope in the political program for genocide of conquered nations and the 
racially unwanted.” Rael D. Strous (2007, emphasis original), a psychia- 
trist at Tel Aviv University, agrees, stating that psychiatry was 


instrumental in instituting a system of identifying, notifying, transporting, 
and killing hundreds of thousands of mentally ill and “racially and cognitively 
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compromised” individuals in settings ranging from centralized psychiatric 
hospitals to prisons and death camps. Their role was central and critical to the 
success of Nazi policy, plans, and principles. 


There was little opposition from inside the profession for the atroci- 
ties that were to follow (von Cranach 2010: S152). This is because the 
psychiatric profession saw these pursuits as furthering their branch of 
medicine, progressing biomedical ideas on the mind and the “treatment” 
of mental disordered patients, and—in the language of medicine under 
the rationale of biomedicine—in the best interests of their patients. 
Internationally, German psychiatry was well established, highly influen- 
tial, and often considered to be at the cutting edge of new theoretical and 
research endeavours. 

Nearly, 40 years before the Nazis came to power, in 1895, the psy- 
chologist Adolf Jost (cited in Meyer 1988: 575) published his book The 
Right to Die (Das Recht auf den Tod). In it, he argued that 


[i]n cases of incurable suffering the State can say its interest and the interest 
of the person concerned demand equally a quick and painless death, but it 
must be left to the patient to decide between life and death. In the case of 
mental patients this right reverts to the State, and the diagnosis of incur- 
ability is sufficient in itself to justify killing. 


Jost’s discussion on the state’s right to kill the “incurably ill” was not out 
of place with the growing interest in eugenics across the psy-disciplines 
in western society. The book was followed in 1920 by the highly influen- 
tial text, Permission for the Extermination of Worthless Life (Die Freigabe 
der Vernichtung lebensunwerten Lebens). Co-written by the lawyer Karl 
Binding and Alfred Hoche, a psychiatrist, the book argued for the “mercy 
killing” of those who were seen as an economic and social burden on the 
state, including “the incurably ill, the mentally ill, the feeble-minded, and 
deformed children” (Hassenfeld 2002: 188). Hoche gave the example of 
his own psychiatric institution, which he claimed was filled with people 
who were “incapable of human feeling and hence could have no sense of 
the value of life” (Hassenfeld 2002: 188). Permission for the Extermination 
of Worthless Life is widely credited with introducing the eugenic concept 
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of the “life unworthy of living” and utilised a language that would inspire 
the National Socialists in due course. Burstow (2015: 48) remarks that 
it was no accident that psychiatry so directly inspired Nazi ideas around 
genetic purity and racial hygiene; “[v]ested with police powers,” she says, 
“this was the profession whose job it had always been to protect the ‘fit’ 
from the ‘unfit.’ This was the profession who had taken the lead in the 
early theories of degeneration.” Published four years later, Hitlers Mein 
Kampf (My Struggle) (cited in Breggin 1993: 137—138) was clearly influ- 
enced by the contemporary psychiatric discourse when he declared of the 
Nazi state that 


[i]t has to put the most modern medical means at the service of this knowl- 
edge. It has to declare unfit for propagation everybody who is visibly ill and 
has inherited a disease and it has to carry this out in practice ... The pre- 
vention of the procreative faculty and possibility on the part of psychiatry 
[sic] degenerated and mentally sick people, for only six hundred years, 
would not only free mankind of immeasurable misfortune, but would also 
contribute to a restoration that appears hardly believable today. 


By the time that the Nazis were voted into office in 1933 and Hitler 
became German Chancellor, the German eugenics movement had been 
surpassed by “advances” in sterilisation policies in America (see discussion 
above). So often at the forefront of psychiatric scholarship and “treat- 
ments” for the mentally ill, German psychiatry felt it was falling behind the 
“progress” made in the United States. Towards the end of the 1933, after 
careful examination of the American legislation, Germany introduced the 
Law for the Prevention of Offspring with Hereditary Diseases (Das Gesetz 
zur Verhutung erbkranken Nachwuchses). Authored by Ernst Rudin, an 
internationally renowned Swiss psychiatrist and researcher on the genetics 
of schizophrenia (Hassenfeld 2002: 185), the Nazi’s notorious sterilisa- 
tion law was hailed at the time by American psychiatry as “an ‘optimal 
example’ of modern medicine” (Burstow 2015: 49). The law endowed 
the psychiatric apparatus in Germany with impressive new powers which 
were the envy of their western counterparts. The mental health system 
eagerly set about legally enforcing their control of the reproductive rights 
of the German population through enacting mandatory sterilisation 
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orders against those labelled as mentally ill and/or physically defective. 
As Meyer (1988: 575-576) has outlined, those who psychiatry declared 
as unfit to reproduce and were therefore brought to surgical hospitals 
for this compulsory “treatment” included those labelled with “congeni- 
tal mental deficiency, schizophrenia, cyclothymia, hereditary epilepsy, 
Huntington’s chorea, hereditary blindness and deafness, severe malforma- 
tions and severe alcoholism.” Thus, a wide range of social deviants were 
targeted by German psychiatry for sterilisation. By 1939, 350,000 people 
considered as biologically unfit to reproduce had become victims of the 
German sterilisation law (Meyer 1988: 575). 

“The next logical step,” forwards Burstow (2015: 49), “was murder 
itself.” German psychiatry’s “euthanasia” programme against those they 
designated as mentally ill began in August 1939 with what Meyer (1988) 
has termed the “Action against children.” This extermination programme 
was overseen by physicians and psychiatrists, and rationalised in the name 
of biomedicine under the guise of acting in the best interests of the patient. 
Under the organisation of the Federal Board for the Scientific Registration 
of Hereditary or Other Severe Congenital Diseases, German children des- 
ignated by medical staff as “disabled” or “mentally abnormal” were sent 
to so-called Specialised Children’s Departments—effectively, child exter- 
mination centres (Seeman 2005: 222). Information on these children was 
reviewed by a panel of three medical experts in Berlin—two paediatricians 
and the psychiatrist Hans Heinze (Breggin and Breggin 1998: 126). No 
personal examination was made of the child and often no case histories 
were available (Meyer 1988: 576). If a decision for “treatment” was met 
by the panel, the child would be killed by what has been described by 
Breggin and Breggin (1998: 126-127) as a “tortuous method” whereby 
doctors and nurses utilised “a combination of gradual poisoning with 
toxic drugs and slow starvation.” Unlike other genocides committed dur- 
ing the Third Reich, the children’s Action continued right up until the end 
of the war, with the scope of those children coming under the auspices of 
the programme extending from three to 17 years old (Meyer 1988: 576). 
In this way, a total of up to 6000 children were murdered (Burleigh 1994: 
223). The medical staff involved in this genocide against children justified 
their actions as in the patient’s best interest; it was ultimately the correct 
goal of medicine to “release unfortunate creatures from their suffering” 
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(Burleigh 1994: 223). At the end of the war, Werner Catel (the paediatri- 
cian who headed the programme) was more forthright in his belief that 
the medical project had simply performed a public service in murdering 
what he still referred to at his trial as “monsters.” “[C]omplete morons,” 
he argued, “when considered even from a religious point of view, are not 
human beings as they have no personality. To exterminate them is neither 
murder nor killing” (cited in Meyer 1988: 576). 

The psychiatric system of bureaucratised genocide installed with the 
Action against children programme formed the operational basis for the 
much larger “mercy killings” of the adult “insane” and “disabled” popula- 
tions instigated with the notorious Action T4 (named after the central 
office of operations, at No. 4 Tiergartenstrasse in Berlin). This was a pro- 
gramme of systematic mass murder that was later utilised to carry out the 
Holocaust against the Jews and other “undesirable groups” (including the 
Roma population, communists, and homosexuals). Action T4 may have 
had Nazi support, but Hitler firmly left the process of evaluating those to 
be “euthanised”—and the means by which it would happen—in psychia- 
trys hands. In 1939, he charged the Würzburg professor of psychiatry, 
Werner Heyde, with setting up a team of 30 psychiatric experts—many 
of whom were senior university professors (Hassenfeld 2002: 188)—to 
give “careful consideration” of each patient’s medical condition to deter- 
mine who would “be accorded a mercy death” (cited in Meyer 1988: 
577). Significantly, this “Euthanasia Decree” from the Chancellor was 
not a law; as Strous (2007, emphases added) states, “[p]sychiatrists were 
... never ordered to facilitate the process or carry out the murder of [the] 
mentally ill,” however, “they were empowered to do so.” It was a decree 
that further heightened psychiatry’s power within the state, and one 
which the institution took to with a genocidal verve. 

Action T4 required that all psychiatric hospitals complete a question- 
naire on each individual patient. Including information on diagnosis, 
length of stay, and the extent of disability, the resulting surveys for each 
patient were assessed by three from the team of 30 experts. No personal 
examination of the inmate was made by the psychiatrists. The consultants’ 
only purpose was to make a decision from the questionnaire as to whether 
the patient should be put to death or allowed to live (Hassenfeld 2002: 
187). Records show that within a two week period in 1939, one expert 
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made decisions on 2100 patients (Meyer 1988: 577). By 1941, psychiat- 
ric staff had ordered and carried out the mass murder of up to 100,000 
people in Germany (Breggin 1993: 134), with those considered long- 
term inmates, “criminally insane,” of “unpure blood,” or unable to work 
particularly likely to receive a death sentence (Meyer 1988: 577). 

The extermination of so many psychiatric inmates would not have been 
possible without Action T4’s establishment of six killing centres—known 
as “euthanasia institutions’—across Germany, at Brandenburg, Grafeneck, 
Hartheim, Sonnenstein, Bernburg, and Hadamar (Strous 2006: 27). 
Significantly, these were the first institutions to install gas chambers dis- 
guised as communal showers, as well as crematoriums to dispose of the 
large number of bodies. Those condemned to death by psychiatry were 
transferred in their hundreds from hospitals to the centres by so-called 
“grey buses.” “On arrival to the killing institutions,” recounts von Cranach 
(2010: 5153-8154), “the patients were undressed and led to the gas 
chamber. A team of doctors and nurses observed the dying process of the 
patients.” Over time, these institutions of mass murder became increas- 
ingly “efficient” in their organisational processes of killing, with Strous 
(2006: 27) noting of the Hadamar institution (near Wiesbaden) that it had 
approximately 100 staff working there in 1941—weighing, photograph- 
ing, and supervising each patient into the gas chamber and, later, remov- 
ing “various organs for medical research,” the bodies then being “buried in 
mass graves located on the hospital grounds.” As with the Action against 
children, a medical registry was set up at these institutions to produce false 
death certificates and send letters of condolence to the relatives. “The lat- 
ter,” notes Meyer (1988: 577), “were told that the body had already been 
cremated by order of the police because of the risk of epidemics.” 

Action T4 was formally ended in August 1941. This happened for 
two specific reasons according to von Cranach (2010: $154): “increasing 
public criticism on the one side and the transfer of this killing technol- 
ogy [i.e. the apparatus of the euthanasia centres] to the newly built con- 
centration camps in Poland on the other.” Breggin (1993: 135) correctly 
states that psychiatry had successfully pioneered processes of mass killing 
that could now be used to see through Hitler’s “Final Solution,” namely 
“medical experts to justify the killings as medical procedures, gas cham- 
bers disguised as showers, and the mass cremation of bodies to avoid legal 
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entanglements over corpses.” Alongside the physical apparatus from the 
institutions, some of the most senior and experienced psychiatric staff 
from the euthanasia centres were transferred to the large concentration 
camps in the East. These physicians oversaw the initial organisation and 
implementation of the gas chambers in advisory roles, though in the case 
of the psychiatrist Irmfried Eberl, he became the first commandant of 
the Treblinka death camp (Breggin 1993: 136). Under the direction of 
Action T4’s Werner Heyde, psychiatrists also carried out the first system- 
atic murder of concentration camp inmates in a euthanasia centre, almost 
as a genocidal “practice run” for the Holocaust to follow. Using diagnostic 
criteria and the euthanasia questionnaire to now select (overtly) “racial” 
and “political” types for extermination, it is estimated that 10,000 pris- 
oners were murdered by Heyde’s psychiatric team (Breggin 1993: 136). 
Further, the original euthanasia programme was introduced to the con- 
centration camps under the code name “Aktion 14f13” to “rid the camps 
of sick prisoners” (Seeman 2005: 222); as many as a 100,000 inmates 
considered as either “disabled” or “mentally ill” by the camp physicians 
were sent to the gas chambers as a result of this programme. 

Action T4 was also halted by a growing unease from the German pub- 
lic—as well as from the Nazi hierarchy—as to the ruthlessness with which 
psychiatry had carried out the murders of over 70,000 of their own “sick” 
citizens (most of whom were still considered Aryan, even if their genetic 
“strength” could be biomedically questioned by their supposed mental 
illness). Hitler ordered an end to the killing and a cessation of Action T4; 
it was not an issue worth perusing at the time, when the facilities cre- 
ated by psychiatry could be better utilised against “foreign” elements in 
the East. However, far from the cancellation of Action T4 signalling the 
end of mass murder within the mental health system, “psychiatrists essen- 
tially doubled their effort” (Burstow 2015: 50) with a period described 
in Nazi documents of the time as “wild euthanasia’ (Seeman 2005: 
222). Psychiatry did not need to be handed state decrees to begin a pro- 
gramme of extermination against those labelled as “mental ill,” and they 
certainly did not need one to continue the killing. Instead, belief in bio- 
medical progress meant that the institution continued to perform what 
they believed was a justifiable medical service for the greater good of the 
nation. Seeman (2005: 222) recounts that “[f]rom 1941 onward, patients 
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who suffered from mental illness were killed by neglect and starvation 
and, when this method proved too slow, by lethal injection.” With the 
selection criteria of the T4 euthanasia questionnaires no longer a restric- 
tion on this “medical practice,” psychiatry reverted to type, seeking to rid 
Germany of any deviant or socially problematic group they could identify 
and bring under their jurisdiction. This included homosexuals, criminals, 
residents of reform schools, the elderly, the poor, the hard to manage, and 
slave labourers who were physically ill (Seeman 2005: 222). Conservative 
estimates suggest that at least 70,000 were murdered during the “wild 
euthanasia” phase of the psychiatric genocide (Breggin 1993: 134). It has 
been documented that, by the end of the war, some of the larger psychiat- 
ric institutions in Germany were completely empty, every inmate having 
been executed by the mental health staff (Breggin 1993: 135). 

As the allied forces closed in on Germany in 1945, the death camps 
were shut down or abandoned by the Nazis. The psychiatric killings, 
however, continued. With unabated enthusiasm, the mass murders pro- 
gressed right up until end of the war, and are documented as having con- 
tinued in some institutions even after this point (Breggin 1993: 134). The 
testimony of a young officer, Robert Abrams, is poignant in this regard: 
three weeks into allied occupation, Abrams was alerted by a German phy- 
sician to rumours of a psychiatric facility in the village of Kaufbeuren 
(near Munich) where psychiatrists killed their patients. On arrival, he 
found the medical staff carrying out the murders as normal, something 
that was only halted under the threat of being shot (Burstow 2015: 50). 
Abrams stated of the hospital staff who had witnessed and taken part in 
the atrocities: “[t]he nurses belonged to religious orders,” while “a psy- 
chiatrist who led him through the hospital showed no remorse. He was 
not a Nazi party member, and believed that he had acted in the name of 
medicine” (Breggin 1993: 134). 

Very soon after the war, states von Cranach (2010: $154), “knowledge 
about the killing of the patients was repressed. Manuscripts on the topic 
found no publishers, or their distribution was hampered.” This situation 
generally remains in psychiatry today with Strous (2007) noting that “[]] 
ittle has been published on the subject [of the killings] in mainstream psy- 
chiatry journals and even less is part of the formal education process for 
medical students and psychiatry residents.” Significantly, Edward Shorter’s 
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A History of Psychiatry (1997)—one of the most popular official texts on the 
professions history—completely ignores the period (as does Lieberman's 
perhaps ironically titled recent history, Shrinks: the Untold Story of Psychiatry 
(2015)). Despite the estimated 250,000—300,000 patients murdered across 
Europe at the hands of the mental health system (Breggin 1993: 135), only 
one physician who worked in the euthanasia programme was ever brought 
to justice (Breggin and Breggin 1998: 127). Many continued to work as 
mental health professionals under allied or Russian occupation following 
the war. Some even went on to receive high accolades. Elizabeth Hecker, 
for example, a child and adolescent psychiatrist in the Third Reich who 
regularly reported children with low intelligence for transfer to the local 
“special department” for execution, was made an honorary member of the 
German Association of Child and Adolescent Psychiatry in 1979, for her 
“postwar commitment to the cause” (Seeman 2005: 223). 

The psychiatric genocide in Germany was no aberration of medicine 
but rather a logical consequence of the application of biomedical reduc- 
tionism to social deviance. While the systematic mass murder of psychiat- 
ric inmates was unique within the profession's history, all other biomedical 
“treatments” of the Third Reich’s mental health system were being utilised 
in other countries. Indeed, Breggin (1993: 140) notes that the mass ster- 
ilisations in Germany could not subsequently be classified as a war crime 
because “they were international in scope, representative of psychiatric 
activities throughout the western world.” The use of biological theory by 
the profession to label social deviants as inherently “abnormal,” “defec- 
tive,” or “mental ill” has been conducive to both authoritarian and liberal 
democratic societies alike. While the rise of National Socialism was useful 
to the profession in allowing them to “advance” their areas of “expertise” 
and sites of jurisdictional power, it was psychiatry itself that advanced 
the argument that minority groups posed a threat to the future of society 
and promoted the racist ideology of eugenics. What may seem peculiar— 
not to mention unethical, inhumane, and immoral—from the outside is 
business as usual for institutions of social control such as psychiatry. The 
murderous practices of German psychiatry in the Third Reich were soon 
written off by official historians of medicine as a “political abuse of psy- 
chiatry” (see, e.g., Birley 2000), and the institution resumed its practices 
of physical and ideological oppression of state opposition. 
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Colonial Resistance and Psychiatry’s 
“Civilising” Principle 


Despite the atrocities committed by the mental health system in the Third 
Reich, psy-professions continued to flourish post-war and expand into new 
territories. Counter-intuitively, psychiatry had proved its worth as an effec- 
tive institution of social control within industrial societies—medicalising 
protest as symptoms of mental illness was a much more effective way of 
devaluing and pacifying oppositional movements, as opposed to the direct 
and more overt oppression at the hands of the judicial system. For example, 
in the Soviet Union, psychiatrists utilised the diagnosis of “sluggish schizo- 
phrenia’—theorised by psychiatrists as involving symptoms such as “phil- 
osophical intoxication” and “delusions of reformism” (Park et al. 2014: 
365)—to label political dissidents as mentally ill, a situation which only 
intensified in the decades following the death of Stalin in 1953 (Healey 
2014: 78-80; Keukens and van Voren 2007: S4). In fact, the belief in this 
label by Soviet psychiatry was so strong that when the General Secretary of 
the Communist Party, Mikhail Gorbachev, began to speak the language of 
reform in the mid-1980s, some worried that he was showing all the signs of 
having this mental illness (van Voren 2002: 132-133). From the Cultural 
Revolution of the 1960s onwards, forensic psychiatry in China has also 
increased its labelling of political resistance as symptoms of mental illness; 
open and active dissent against the government is understood by the men- 
tal health system as delusions of persecution, paranoia, and delusions of 
grandeur, for which the patient is most readily diagnosed with schizophre- 
nia (Munro 2002: 99-100). Significantly, Munro (2002: 100) notes that 
many such cases in China appeared in 1978 and 1989, two years which 
witnessed an upsurge in protest and civil disobedience in the country (the 
former, the Democracy Wall movement, and the latter, the Tiananmen 
Square pro-democracy demonstrations). Elsewhere, systematic policing of 
political resistance by the psychiatric system has also been recently reported 
in Romania and Cuba (Keukens and van Voren 2007: S4). 

All of the above cases have been highlighted by western psychiatrists 
themselves as examples of the continuing misuse of the mental health 
system in state socialist societies. Ironically, these commentators are usu- 
ally falling over themselves to argue that politically oppressed groups 
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within such “undemocratic” mental health systems are categorically sane 
(see, e.g., Bonnie 2002; Healey 2014; van Voren 2010), despite counter- 
commentaries from local psychiatric staff declaring that they are appro- 
priately assessing potential patients to the same standards as their western 
colleagues without any political involvement (see, e.g., Lee and Kleinman 
2002; Stone 2002). The insinuation from western psychiatry is that, 
based on liberal democratic principles, their own work is free from the 
political ideology and oppressive practices which plague their colleagues 
elsewhere. As Hickling (2002: 112) has outlined, however, this critique 
only demonstrates further the hegemonic role such professionals play in 
western society. “The Western ideologues,” he explains, 


enlist professional custodians of their ideology to attack and discredit all 
the legal and definitional principles of the opposing ideology. The Western 
ideologues see no contradiction in their own abuse of individual freedoms 
within the disciplines of criminology and psychiatry if these acts of politi- 
cal misuse and abuse are perpetrated against individuals or racial groups 
who are outside their own preferred purview. 


Yet mental health systems across the globe have a distinct commonality 
in the labelling, incarcerating, and “treating” of groups considered devi- 
ant and, thus, a potential threat to society. As a supporting institution of 
capitalism, western psychiatry has sought to neutralise the inevitable con- 
tradictions created by capital (e.g., the increasingly disparities in income 
and wealth) through pathologising political threats to the social order as 
symptoms of individual mental disorder. This section will discuss a num- 
ber of key examples of this process by focusing on psychiatry’s response to 
Indigenous struggles for independence from western imperialism, as well 
as the US civil rights movement of the 1960s and 1970s. 

As the psy-professionals’ support of Social Darwinism and eugenics 
had aided the Holocaust, so these ideas also helped rationalise colonial 
expansion of the western powers across Africa and Asia in the nineteenth 
and twentieth centuries. The violent theft of land, destruction of local 
cultures, and genocide of Indigenous peoples through famine, war, and 
systematic murder were all justified as part of the “white man’s burden” to 
bring “civilisation” to “primitive” societies. As biological theory had been 
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used to justify the enslavement and incarceration of black and minority 
groups in the west, it was similarly used by the psy-professions on colo- 
nised populations to characterise them as inherently inferior. 

Western psychiatry expanded its jurisdiction into new territories 
through aiding western imperialism as an institution of social control. 
In enforcing the norms and values of Empire as the only correct and 
true principles for governance, colonial psychiatry served to normalise 
colonial rule while pathologising Indigenous resistance. Rather than 
acknowledging political activism and armed struggle as normal and nec- 
essary responses to the imposition of foreign rule, colonial psychiatry 
utilised the language of medical science to label and silence opposition. 
As Roman et al. (2009: 19) have stated of the imposition of colonial 
authority on the First Nations people of Canada, colonial psychiatry was 
“used to advance colonial nation-building and the very definition of civil 
society—its boundaries between the so-called ‘fit’ and ‘unfit’ citizens, 
indeed the very uses of psychiatric practices intertwined with legal prac- 
tices in a fledgling settler-state.” Thus, the chief imperative of the intro- 
duction of western mental health services to the colonies was to naturalise 
the ongoing oppression of local populations. This was achieved through 
a psychologised language which depoliticised the violence and trauma 
of colonisation; as Vaughan (2007: 2) remarks, “colonial psychiatrists 
offered an analysis of social evolution, and a scientific language in which 
to discuss a range of vexing behavioural traits amongst colonized peoples, 
from excessive docility to outright rebellion.” 

The cultural hegemony of the Empire was reinforced through the 
biological theories of western mental health workers; in this way, Keller 
(2007: 4) argues that “[p]sychiatry brought a new degree of sophisti- 
cation to colonial racism.” A common thread which ran through such 
psychological theory was that “there was something abnormal about the 
‘normal’ native mind” (Vaughan 2007: 11). For example, the Malay in 
the Dutch-occupied East Indies were conceptualised as “over emotional,” 
the Indigenous populations of British-occupied East Africa as being 
sent mad by “detribalization” (Vaughan 2007: 11), and North African 
Muslims of French-occupied Algeria as suffering from a “persecution 
complex” (Cohen 2014b: 320). Given the role of psychiatry in the colo- 
nies, it is unsurprising that their systematic stereotyping and labelling of 
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the Indigenous “other” intensified as the struggles for independence grew 
in 1950s and 1960s. The outbreak of guerrilla war and acts of political 
violence against western powers was theorised by the profession as an 
alarming example of the inherent immaturity and instability of the native 
mind which could lead to psychotic episodes of violence if left untreated. 
These attempts by western mental health experts to pacify resistance to 
colonial authority was discussed in detail by the famous psychiatrist and 
social theorist Frantz Fanon (1965: 200), who wrote at the time of the 
Algerian War of Independence (1954—1962), 


We cannot be held responsible that in this war psychiatric phenomena 
entailing disorders affecting behaviour and thought have taken on impor- 
tance where those who carry out the “pacification” are concerned, or that 
these same disorders are notable among the “pacified” population. The 
truth is that colonialism in its essence was already taking on the aspect of a 
fertile purveyor for psychiatric hospitals. We have since 1954 in various 
scientific works drawn the attention of both French and international psy- 
chiatrists to the difficulties that arise when seeking to “cure” a native prop- 
erly, that is to say, when seeking to make him thoroughly a part of a social 
background of the colonial type. 


As the writings of Fanon and Gandhi inspired independence move- 
ments in Africa and Asia, so they gave hope to struggles against white 
rule in other parts of the world including Apartheid South Africa and the 
similarly segregated United States. As black, Indigenous, and minority 
protest and collective action for equal rights grew across western societ- 
ies in the 1960s and 1970s, psy-professionals intensified their focus on 
these movements as “dangerous” in a similar way to that of their colonial 
colleagues. Racial ideology was again utilised to theorise the rising tide of 
political action as symptoms of pathology. For example, previously con- 
ceptualised as a passive and simpler “race” of people by biomedical psy- 
chiatry in America, the view of Africa Americans radically transformed in 
the 1960s (Metzl 2009). 

Through research on cultural documents and clinical evidence, Metzl 
notes how the use of the schizophrenia diagnosis changed from describ- 
ing “sensitive,” white, middle class patients between the 1920s and the 
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1950s, to a signifier for a growing population of “violent” young black 
men. As Metzl (2009: xiii) reiterates, 


American assumptions about race, gender, and temperament of schizo- 
phrenia changed beginning in the 1960s. Many leading medical and popu- 
lar sources suddenly described schizophrenia as an illness manifested not 
by docility, but by rage. Growing numbers of research articles from leading 
psychiatric journals asserted that schizophrenia was a condition that also 
afflicted “Negro men,” and that black forms of illness were marked by vola- 
tility and aggression. In the worst cases, psychiatric authors conflated the 
schizophrenic symptoms of African American patients with the perceived 
schizophrenia of civil rights protests, particularly those organized by Black 
Power, Black Panthers, Nation of Islam, or other activist groups. 


Adverts for anti-psychotics during the period played on the popular 
image of the out-of-control black man. One advert reproduced by Metzl 
(2009: xiv) shows a black man with a clenched fist: “[a]ssaultive and bel- 
ligerent?,” asks the headline, “[c]ooperation often begins with [the anti- 
psychotic drug] HALDOL.” A similar process of medicalising protest 
and political resistance has been documented in my own research on the 
Maori “cultural renaissance” of the 1960s and 1970s (see Cohen 2014b). 
According to psychiatric authorities and government statistics, until the 
1950s, Maori—the Indigenous people of Aotearoa, New Zealand—were 
mentally healthier than settler populations. This situation drastically 
changed in the following decades, with a significant rise in psychiatric 
incarceration (especially for those aged between 20 and 30 years old) and 
rates of psychoses for Maori. By 1973, the psychologist Richard Kelly 
was suggesting that the typical image of the Maori held by the white 
colonisers was in need of revision. The aggressive and deluded personality 
traits which accompanied a psychosis diagnosis meant that the evidence 
now stood “in marked contrast to the stereotype commonly held by the 
[white] European of a simple, good natured, relaxed and often lazy peo- 
ple” (Kelly 1973: 729). 

This pervading view of the Indigenous people as increasingly psychotic 
coincided with what is known locally as the Maori cultural renaissance. 
Influenced by the civil rights movement in the United States as well as 
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countercultural philosophies and global struggles against colonial power, 
Maori organisations emerged in the 1960s as a direct challenge to the 
authority of the British Crown. Political protests and forms of direct 
action around the country—including land rights marches, occupations 
and protests at public and sporting events, and other acts of civil disobe- 
dience—sought to highlight the systematic theft of Maori land and cul- 
tural genocide which had taken place since the imposition of white rule 
in 1840. Walker (1990: 220) rightly conceptualises the formation of a 
growing political consciousness among the Indigenous people—particu- 
larly the young people—during the 1960s and 1970s as a direct challenge 
to the hegemony of colonial authority. White society was frightened by 
what appeared to be an increasingly angry and aggressive Maori popula- 
tion, and psychiatry’s latent colonial function in the British colony was 
enacted through the labelling and incarcerating of increasing numbers of 
the Indigenous population. 

‘The findings of my research support Metzl’s theorising on the US civil 
rights movement as well as the critical scholarship on colonial psychiatry; 
as a supporting institution of white rule, the mental health system has 
demonstrated its ability across the globe to reframe legitimate protest and 
struggle against an oppressive social order as symptoms of major mental 
illness. Respected psychiatrist and social critic Suman Fernando (2010: 
61-73) has drawn attention to the continuation of these systematic prac- 
tices within the western mental health system as examples of institution- 
alised racism (see also Kutchins and Kirk 1997: 200-237). Specifically, 
he highlights British psychiatry’s construction and use of the “cannabis 
psychosis” classification in the 1980s (see full discussion in McGovern 
and Cope 1987)—a diagnosis which pathologised the growing anger of 
a disenfranchised young, black population in Margaret Thatcher's Britain 
as due to smoking marijuana. “On both sides of the Atlantic,” states 
Fernando (2010: 23), “vicious circles have developed with myths about 
degeneracy of blacks becoming ‘facts’ of diagnosed psychoses through the 
collaboration of psychiatry.” A situation which, as we have seen in this 
discussion, has a long tradition in psychiatry, from slavery, eugenics, and 
the Holocaust to colonial resistance, the civil rights movement, and the 
“violence initiative.” 
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The Culture of Fear and the War without End 


As previous sections of this chapter have demonstrated, the institution 
of psychiatry and its supporting professions have been responsible for 
the moral policing of political protest and collective action which threat- 
ens the dominant social order. The inherent contradictions of capital- 
ism bring forth continuous points of collective resistance, some recent 
examples being the World Trade Organisation/Anti-Globalisation pro- 
tests, the Stop the War coalition, and the global Occupy movement. As a 
supporting institution of capital the role of the mental health system is to 
delegitimise such political action as signs of irrationality, dangerousness, 
and mental pathology rather than a rational and logical consequence of 
widening social and economic disparities within western society. 
Following the 9/11 attacks, the US government’s “war on terror’—in 
which millions of people in the Middle East and Afghanistan have been 
killed, the region has become increasingly unstable and prone to civil war, 
and has eventuated in a humanitarian epidemic of outward migration 
across Europe—constructed a popular (if old fashioned) western rhetoric 
of good versus evil in which, according to President George W. Bush, 
you were either “with us, or against us” (cited in Hickling 2002: 118). 
Appreciators of George Orwell were quick to point out the similarities 
between Bush’s polemic and the “war without end” from his classic novel 
1984. Days after the twin tower attacks, at a massive peace march in 
Berlin, the American Ambassador to Germany used sympathy for the 
American dead to call for our support for a war which could last long 
into the foreseeable future against elements which were, to a large extent, 
unknown. The seemingly endless war that the Ambassador foretold that 
day at the Brandenburg Gate and the heightened “culture of fear” against 
a “terrorist” other has been useful in facilitating the expansion of the 
dubious knowledge base and practices of mental health “experts” in the 
twenty-first century. In this discussion I will briefly outline three ways 
in which this has happened: first, through medicalising criminal and 
political violence, thereby delegitimising internal and external threats 
to capital; second, through the expansion of diagnostic practice and the 
political economy of mental health on the basis of the increased fear and 
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anxiety of violent attacks on western populations; and thirdly, in directly 
facilitating the western allies’ programme of torture and terrorism against 
civilian populations under the guise of humane doctoring practices. 

Geopolitical events of the past 15 years have had their effects on the 
psychiatric discourse. Specifically, there has been an increased focus on 
the figure of the dangerous agitator and the violent “terrorist.” For exam- 
ple, Table 7.1 shows results from my textual analysis of protest-related 
words and phrases in each edition of the DSM. Notable is the APA’s 
tripling in the use of the “violent” and “violence” phrasings in categories 
of mental illness between the DSM-IV-TR in 2000 and the DSM-5 in 
2013. This is used to pathologise both the victims of violence—through 
classifications such as PTSD or BPD (Tseris 2013)—as well as those who 
perpetuate it, individualising acts of political violence as those of sick 
individuals rather than the rational behaviour of oppressed or margin- 
alised groups. As Parker (2007: 86) has stated of the depoliticising dis- 
course in psychology, 


[T]he awful choices that groups make are abstracted from the contradic- 
tory conditions in which they are forced to act, and the “psychological” bit 
of the explanation makes it seem like the bad choice must be based on 
faulty reasoning or mental pathology. 


The attempt to delegitimise those involved in acts of political violence 
is also evidenced by the introduction of a new mental illness in the 


DSM-5—other specified dissociative disorder (OSDD). This mental 


Table 7.1 Number of protest-related words/phrases in the DSM, 1952-2013? 


DSM- DSM- DSM- 

DSM-I DSM-III Il III-R DSM-IV IV-TR DSM-5 
Word/phrase (1952) (1968) (1980) (1987) (1994) (2000) (2013) 
Delusions of persecution/ 10 7 31 19 5 3 14 

paranoia 

Violent/ce 1 4 38 40 41 43 148 
Self-control 0 0 0 1 1 1 10 
Police/ing 0 0 4 4 6 5 7 
Socio/politics/al 0 0 6 7 8 9 13 
Terror/ist/ism 0 0 1 1 2 2 9 
Total count 11 11 80 72 63 63 201 


aSee Appendix A for methodology 
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pathology suggests that rational people would not voluntarily choose to 
undertake such actions; instead, the APA state that those suffering from 
OSDD have experienced an “identity disturbance due to prolonged and 
intense coercive persuasion” (American Psychiatric Association 2013: 
306). Critical questioning or consciousness of oppressive conditions 
under capitalism can only be understood by psychiatry as symptoms of 
a mental disorder, the DSM-5 (American Psychiatric Association 2013: 
306) adding of those with OSDD that “[i]ndividuals who have been sub- 
jected to intense coercive persuasion (e.g., brainwashing, thought reform, 
indoctrination while captive, torture, long-term political imprisonment, 
recruitment by sects/cults or by terror organizations) may present with 
prolonged changes in, or conscious questioning of, their identity.” 

It is also of note in Table 7.1 that the APA is again increasing its use 
of “delusions of persecution” and “paranoia” within diagnostic catego- 
ries. These are phrases which we have previously seen used by colonial 
psychiatry—as well as in China—against political dissidents and pro- 
test movements (see above discussion). Schizophrenia, a diagnosis which 
Szasz (1988) describes as psychiatry’s “sacred symbol,” continues to be 
a label often utilised to describe troublesome, dangerous, and problem- 
atic elements for capital. However, the all-purpose category to define 
those who defy the moral order and break the law remains APD—a label 
which featured in the first DSM in 1952 but has taken on increasing 
significance in the new millennium (McCallum 2001). The label was 
introduced in the DSM-I to pathologise and irrationalise criminal behav- 
iour, yet with the expansion of the neoliberal doctrine and the result- 
ing protests and actions against financial disparities, the symptoms and 
features of APD have expanded and the language used in the diagnosis 
has become increasingly personal and disdainful. For example, under the 
features supporting a diagnosis of APD, the DSM-5 states (American 
Psychiatric Association 2013: 660) that such individuals 


may have an inflated and arrogant self-appraisal (e.g., feel that ordinary 
work is beneath them or lack a realistic concern about their current prob- 
lems or their future) and may be excessively opinionated, self-assured, or 
cocky. They may display a glib, superficial charm and can be quite voluble 
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and verbally facile (e.g., using technical terms or jargon that might impress 
someone who is unfamiliar with the topic). 


Essentially, those labelled with APD are dangerous individuals who can- 
not be trusted, will often break the law, are likely be incarcerated, and 
are doomed by the APA to a shorter life than the rest of us. To quote the 
DSM-5 (American Psychiatric Association 2013: 661) again, those with 
APD 


may receive dishonorable discharges from the armed services, may fail to be 
self-supporting, may become impoverished or even homeless, or may 
spend many years in penal institutions. Individuals with antisocial person- 
ality disorder are more likely than people in the general population to die 
prematurely by violent means (e.g., suicide, accidents, homicides). 


APD is the perfect catch-all label with which to devalue and pathologise 
the behaviour of anyone who breaks legal or moral codes in society, partic- 
ularly those who demonstrate violent conduct (including on picket lines, 
marches, at occupations, and during other acts of civil disobedience). 

‘The irony of psy-professions’ focus on political violence as symptoms of 
pathology is the denial of their own involvement in inflicting systematic 
institutional violence on others. The discussion in this chapter has already 
alerted the reader to the inherent tendencies of the mental health experts to 
carry out acts of torture and genocide against groups of social deviants who 
threaten the social order. Described by Nathaniel Raymond of Physicians 
for Human Rights as “arguably the single greatest medical-ethics scandal 
in American history” (cited in Mayer 2009), a contemporary case in point 
is the American Psychological Association’s involvement in the torture of 
detainees at US military prisons at Abu Ghraib and Guantanamo Bay (also 
the topic of the 2011 documentary film, Doctors of the Dark Side). Echoing 
psychiatry’s involvement in the Holocaust, this is another example of the 
role of the mental health system in legitimating the violent oppression of 
political opposition in exchange for increased professional power. 

The events of 9/11 offered a prime opportunity for the American 
Psychological Association to extend their areas of jurisdiction by mak- 
ing themselves indispensable to the “war on terror.” In Philip Zimbardo, 
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the Association had a president who understood the importance of the 
psychological sciences making their skills directly available to state agen- 
cies. Mirroring the rhetoric of President Bush, Zimbardo argued at the 
time that psychologists should put aside their differences in the face of 
the “cults of hatred” currently aligned against the United States (cited in 
Parker 2007: 89). The attack on the twin towers, he contended, “pro- 
vided psychology with an unprecedented obligation and opportunity to 
collectively serve society” (Zimbardo 2002: 433), one which called for 
“a new kind of psychological warfare” (Zimbardo 2002: 432). Under his 
presidency, Zimbardo promised that much closer cooperation with lead- 
ers and policymakers would be possible if psychology could prove their 
usefulness to the state. “I sincerely believe,” he wrote in 2002, “that as 
psychology focuses on its most recent societal obligations, the nation’s 
highest level of elected officials will become more responsive to psycholo- 
gists’ unique needs and talents” (Zimbardo 2002: 433). 

Psychology’s unique talents have since become public knowledge, 
thanks to the investigative reporting of Katherine Eban for Vanity Fair 
and James Risen of the New York Times. As confirmed in the recent inde- 
pendent review on ethics, national security and torture for the American 
Psychological Association (Hoffman et al. 2015), both reporters uncov- 
ered not only the Association’s sanctioning of psychologists’ and behav- 
ioural scientists’ involvement in the Bush governments “enhanced 
interrogation techniques” (i.e., forms of torture such as water boarding, 
sleep deprivation, and forced nakedness) at Abu Ghraib and Guantanamo 
Bay, but also the organisation’s systematic coordination of policy changes 
on “ethics” which knowingly make it easier for their members to partici- 
pate in such practices without the threat of professional or legal repri- 
sals. As outlined in Risen’s book Pay Any Price: Greed, Power, and Endless 
War (2014), this was not the result of a small number of strategically 
placed individuals who somehow corrupted the American Psychological 
Association and tarnished their good name, but instead involved the pro- 
fession as a whole. While many psychologists were not directly involved 
in the US government's torture practices and may even have been mor- 
ally opposed to them, they were all benefiting economically and profes- 
sionally from the closer association with state power which Zimbardo 
had promised them. No one within the profession suggested that their 
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involvement in torture practices was out of keeping with psychology’s 
purpose and high ethical standards of care. 

No strangers to carrying out “interrogation research” for the military 
and other state authorities, the American Psychological Association was 
well aware that torture was not an effective way of eliciting accurate infor- 
mation from prisoners. Yet they remained silent on this issue. “Worse,” 
states Risen (2014: 178), “they participated, and quietly changed their 
profession’s ethics code to allow torture to continue. In return the psy- 
chologists were showered with government money and benefits.” In 
2005, the response of psychologists to reports of their complicity in 
the torture programmes was the American Psychological Association’s 
Presidential Task Force on Psychological Ethics and National Security 
(PENS). The involvement of psychologists in the torture of inmates at 
US facilities, concluded PENS, was “appropriate and ethical ... in order 
to ensure that [the interrogations] remained safe, legal, ethical, and effec- 
tive” (Risen 2014: 197). If some wondered that this position sounded 
very much like the double-speak of the Bush government to justify their 
use of violence, it has since been confirmed by Risen (2014: 197-200) 
that the first drafts of the American Psychological Association’s 2005 eth- 
ics code were indeed produced in close cooperation with the Central 
Intelligence Agency (CIA) and the Pentagon (in fact, early negotiations 
on the issue had taken place between these parties long before PENS was 
even formed). In 2007, the Association again reinforced their support for 
the methods of torture by rejecting a proposal which would have banned 
psychologists from taking part in interrogations “in which detainees are 
deprived of adequate protection of their human rights” (cited in Welch 
2010: 133). As Risen (2014: 192) has noted, few within the American 
Psychological Association had qualms “about getting involved with 
institutions [such as the CIA and the Pentagon] that were using pseudo 
behavioral science to brutalize prisoners,” and in fact the revision of their 
ethics policies allowed the psychologists involved in torture to priori- 
tise a “governing legal authority” if their practices ever conflicted with 
the Associations own code of ethics (Risen 2014: 194—195). This was a 
change that echoed the Nuremburg defence for American psychology— 
“following lawful orders was an acceptable reason to violate professional 
ethics” (Risen 2014: 195). 
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The involvement of the psy-professions in the “war on terror” has been 
crucial to western governments in legitimating violence against war com- 
batants and civil populations as seemingly legal, if not humane. As Welch 
(2010: 133) has argued of the American Psychological Association’s 


recent involvement in practices of torture, 


With a veneer of science, advocates of “enhanced” interrogation claim that 
those who administer such techniques are “experts” and “professionals” 
committed to national security. Therefore, the entire interrogation pro- 
gram may be viewed by some observers—and participants—as humane 
since licensed psychologists supervise it. 


Similarly, involvement with the highest levels of office increases psy- 
professional power and spheres of influence. Only a few American psy- 
chologists were given multi-million dollar contracts from the government 
to facilitate the torture programme, more benefited from a boost in their 
research funding, publications, and paid appearances at security service 
seminars on interrogation techniques. However, the heightened status 
and perceived usefulness to state powers of such psychological practices 
has benefited mental health institutions as a whole. In the case of the 
American Psychological Association, Risen (2014: 196-197) saliently 
places them in the wider context of the struggle with the psychiatric 
profession for dominance of the mental health field; making themselves 
useful to state powers holds out the promise of an extension of pre- 
scription rights to American psychologists, something that is currently 
restricted to psychologists who work in military hospitals. As Zimbardo 
himself has admitted, above all else what the profession was hoping to 
achieve in the new millennium was “prescription privileges” (cited in 
Risen 2014: 197). 

Risen’s (2014) book alerts us to the amount of money and power that 
has been accumulated by professional bodies and institutions that have 
promoted a post-9/11 “culture of fear.” As we have seen in this section, 
psy-professionals are no exception; on the contrary, they have played a 
central role in supporting the ideological “war on terror” while pathol- 
ogising civil disobedience and political protest. The contemporary pri- 
orities of the experts on the mind are not simple errors in judgement. 
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Instead, reiterates Parker (2007: 91), they “follow the political logic of 
the cultural ideological context in which they work.” It is a hegemonic 
discourse that justifies the maintenance and expansion of western capi- 
tal by continuing to racialise and depoliticise popular dissent, whether 
vocalised at the national or international level. Thus, summates Parker 
(2007: 90), “the civil wars in Iraq and Afghanistan boil down to a ‘clash 
of civilizations’ rather than a history of subjugation and then invasion by 
imperialist powers.” In this way, the mental illness discourse in neoliberal 
society can be understood as the continuation of a racist ideology which 
has benefited the psychiatric profession since the beginning of industrial 
society. 


Summary 


This chapter has explored some of the most blatant ways in which the 
western system of mental health has sought to medicalise dissent. As a 
conservative and morally controlling force within capitalist society, I have 
discussed how the psy-professions have increased their professional capi- 
tal and power through promoting a psychiatric discourse which serves to 
incarcerate, torture, and murder political opposition and deviant groups 
under the rhetoric of “medical progress” and “acting in the best inter- 
ests of the patient.” Reflecting the argument of this book, psychiatrist 
Frederick Hickling (2002: 118) states that “societies use psychiatry for 
the maintenance of cultural and ideological integrity.” In response to 
recent economic and political crises, the ideological role of psychiatry has 
become even more important in this respect. Certainly, Hickling (2002: 
118) believes that following 9/11, “all psychiatry is political psychiatry!” 
This state of psychiatric hegemony in neoliberal society would appear 
to make any form of challenge to the ideological state apparatus futile, 
yet in the following, concluding chapter of this book I will suggest some 
relatively practical ways in which we can continue to resist the dominant, 
individualising discourse from the psy-professions. 
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Conclusion: Challenging the Psychiatric 
Hegemon 


This book has developed a Marxist argument for understanding psychia- 
try and allied professions as agents of social control which serve capitalist 
prerogatives. Rather than concerned with the health of the population, 
I have drawn on extensive evidence to argue that the psy-professions 
were created and progressed to regulate and manage western populations 
through personalising social and economic issues, pathologising politi- 
cal dissent, policing and punishing problematic and deviant groups, and 
reproducing the dominant norms and values of the ruling elite through 
psychiatric discourse. Even if readers do not entirely accept my position, 
I hope I have by now convinced them that the mental health system is a 
fundamentally political project. 

To briefly recap the main issues with the psychiatric knowledge base: 
there is still no proof for any “mental illness” produced by the psychiatric 
discourse, and given this state of affairs it is unsurprising that psychia- 
trists cannot prove causation (biological or otherwise) for such “disease,” 
or that any of their “treatments” for mental pathology (including ECT, 
drugs, and therapy) “work.” Psychiatrists still cannot accurately deter- 
mine who is “mentally ill” and who is “mentally healthy.” Rather than 
fixed social realities, psychiatric labels such as homosexuality, gender 
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dysphoria, hysteria, ADHD, drapetomania, borderline personality disor- 
der, and masturbatory insanity are historically and culturally contingent. 

Further, the previous chapters have outlined some of the many atroci- 
ties committed by the psy-professionals as part of their moral manage- 
ment of non-complaint and deviant populations. This has included the 
normalisation of conditions of slavery, the psychiatric incarceration of 
political activists, the labelling and drugging of young people with school- 
related “disorders,” the lobotomising of problematic wives, the torture of 
war combatants, the castration of working class men and women, the 
pathologisation of the unemployed, and the mass murder of psychiatric 
inmates. Thus, as agents of social control, the psy-professionals have been 
responsible for maintaining the status quo under the guise of a neutral 
and scientific authority on “mental health.” 

Notwithstanding all of these problems, the psy-professions have thrived 
over the past 35 years. This is not due to any success in accurately identi- 
fying, treating or “curing” mental disease—rates of “mental illness” have 
increased dramatically while “curability” is seldom even mentioned as an 
aim for the mental health “experts” anymore—but rather the require- 
ments of neoliberalism. The fluidity of the psychiatric discourse has 
proved valuable to capitalism in producing medical diagnoses that mirror 
dominant economic and ideological codes. As I have argued in this book, 
neoliberalism’s focus on individual competition, personal responsibility, 
and the self as the site of change is a perfect fit with knowledge claims 
on “mental illness” which promote self-surveillance and the individual's 
monitoring of “risky behaviour.” Through detailed socio-historical anal- 
yses of the emergence of some of the current diagnostic categories of 
“mental illness” such as SAD, ADHD, and BPD I have demonstrated 
in this book how the psychiatric discourse of the psy-professionals has 
become hegemonic in neoliberal society. The requirement of the ruling 
classes to govern at a distance and the necessity to reinforce and repro- 
duce the dominant norms and values of late capitalism in many more 
arenas of public and private life have allowed practices, treatments, and 
the assertions of “mental health” workers to expand beyond the psychiat- 
ric institution into, among other places, unemployment offices, prisons, 
educational and training facilities, the military, the workplace, and our 
homes. 


8 Conclusion: Challenging the Psychiatric Hegemon 207 


As the current or future victims of the psychiatric discourse, this chap- 
ter briefly discusses two ways in which we can move towards the abolition 
of the ideological state apparatus which encompasses psychiatry and its 
many allies. The route to abolition of this oppressive order is of course 
far from straightforward. My Marxist argument necessarily entails the 
end of capitalism, yet there is also plenty that can be done to subdue and 
diminish psy-power before the current economic order finally collapses. 
This involves the disruption of the psychiatric discourse on many fronts 
through an alliance of political activists on the left, psychiatric survivors, 
critical and radical academics and students, and community leaders. 


Towards Abolition 


Despite facing greater levels of social and economic hardship, there is a 
good reason why people in low-income countries experience less mental 
illness and have more chance of long-term recovery than their counter- 
parts in higher income countries (Whitaker 2010b: 227-228). Namely, 
they have little or no access to western-trained mental health experts who 
can readily pathologise their behaviour as signs of mental disease. Lest 
we forget, there are societies that live perfectly happy (in fact, happier) 
without psychiatrists, psychologists, therapists, counsellors, life coaches, 
and agony aunts and uncles. Meanwhile, we in the west are recipients of 
a failed psychiatric enterprise in which the amount of “mental illness” 
continues to increase, not due to any real health epidemic but rather as a 
form of medicalised social control at the instigation of neoliberal capital. 
This is why, in the words of Burstow (2015: 229), “the institution of 
psychiatry must go.” And with it, I would add that all the allied profes- 
sions associated with dictating and controlling our behaviour through the 
psychiatric discourse must also go. 

As Masson (1994: 316) has stated, “[p]sychiatry has not distinguished 
itself by fighting in the front lines for social justice and against human 
oppression. It is time this fact was recognised and the implications drawn.” 
‘The psy-professions are not on our side, they have never stood up for us. 
In fact, quite the reverse. As we have seen in this book, the class interests 
of the psy-professions closely align with the ruling elites, so it is no sur- 
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prise that their knowledge claims on mental health and illness support the 
status quo. As Roberts (2015: 6) has recently stated of the production of 
“facts” on pathology from the psychological sciences, “[t]hese are arrived 
at outside the scientific arena and then imported into it by a system of 
smoke and mirrors to claim scientific backing for what are essentially 
political or moral judgments.” Thus, despite having some psy-professional 
friends and colleagues whom I continue to work with on various research 
projects, I would at this stage be a fool to recommend anything other than 
the wholesale abolition of their profession. This is the logical conclusion 
from my research and theoretical argumentation in the book. 

‘There are a few practical things that can be done immediately to chal- 
lenge and weaken the power of the psy-professions. As they maintain 
the ultimate power in defining, measuring, and treating “mental disor- 
ders,” we need to primarily concentrate on the psychiatric profession. 
Firstly, we must remove psychiatry’s compulsory powers. This includes 
the power to incarcerate and to enforce shock treatment and drugs— 
including the use of compulsory treatment orders outside the institu- 
tion, a move which has only served to extend the policing powers of the 
mental health system—on people against their will. Even if we were to 
still believe in the work of psychiatry, how can incarceration and torture 
be a part of any modern system of health care? The psychiatric profession 
is the only profession with the power to imprison people involuntarily 
apart from the police; these physical forms of oppression have to end. 
Secondly, the prescribing rights of the profession should be withdrawn. 
As we have seen in the book, though drugs do not “work” in the man- 
ner psychiatrists would have us believe, they have advantages over insu- 
lin therapy, prefrontal lobotomies, and ECT. Namely, they are cheaper, 
and the dangers of usage are generally less noticeable in the short term. 
As western countries are slowly moving towards the decriminalisation of 
illegal drugs, it makes sense that the drugs which have previously been 
known as “anti-psychotics” or “antidepressants”—highly misleading ter- 
minology—are also independently tested for toxicity and then accurately 
labelled for potential over-the-counter sales. Despite being no more effec- 
tive than placebo, I know that some people still find these drugs useful: 
some feel they are calmer while others have stated that the pills give them 
more confidence. Relatively unrestricted access to drugs that include an 
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accurate warning on the increased risk of an early death is always prefer- 
able to their control by psychiatrists who use prescription rights to claim 
medical expertise and authority on “mental illness.” 

It is long overdue, but thirdly, ECT needs to be outlawed. As I have 
discussed in the book, not only is shock treatment still being inflicted on 
“hard to reach” cases when the drugs “fail” (meaning the inmate is not 
subdued to the psychiatrist’s satisfaction), it is actually experiencing a 
revival, with uncooperative women again being a major target. Soon psy- 
chosurgery will be back with us. The only demonstrable effects of ECT 
to date have been memory loss, brain damage, and a heightened chance 
of suicide. ECT machinery should be in a museum of horrors, not used 
in health practice. We must collectively agitate and protest to have ECT 
banned. The group ECT Justice! is one of a number calling for the elimi- 
nation of ECT; it has good online resources and regularly coordinates 
global action and protests against the use of such “treatment” (see http:// 
www.ectjustice.com/index.php). 

In working towards the abolition of the psy-professions, it is also nec- 
essary to form closer alliances between academics, left wing activists, 
community groups, and progressive psychiatric survivor organisations. 
During the writing of this book, I was emailed by a psychiatric survi- 
vor in the United States who pointed out that my Marxist arguments 
on psychiatric power were far from new; in fact, he stated, psychiatric 
survivor groups in the 1960s—such as the Psychiatric Inmates/Mental 
Patients Liberation Movement—were all too well aware of the need to 
frame the oppressive practices of psychiatry within a broader understand- 
ing of capitalist economics and the ideological control of deviant popula- 
tions (see, e.g., Chamberlin 1990). The spirit of these highly politicised 
survivor groups continues through independent organisations such as 
MindFreedom International (see http://www.mindfreedom.org) who 
campaign against a wide range of oppressive practices carried out by the 
psy-professions including the use of psychiatric labels and compulsory 
treatment. Local campaigns—including public protests and non-violent 
occupations of APA meetings—involve a range of participants including 
survivors, family members, community groups, political activists, and 
academics. It is a good example of an organisation which has successfully 
formed a broad-based alliance with like-minded groups. At the same 
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time, critical scholars should be prepared to take the lead in facilitating 
local activism through the institutional hosting and resourcing of specific 
events; these can in turn act as a catalyst for future protests and cam- 
paigns against the mental health system (for a good example, see the Mad 
Studies Network, https://madstudies2014.wordpress.com). 


Challenging the Apologists 


As neoliberalism has infected higher education, research on “mental 
health issues” in the academy has become increasingly conservative. My 
own subject area, sociology, is as guilty as any other. We have lost sight 
of what it means to think critically about the mental health system, to be 
able to challenge the work of the psy-professions, to interrogate mean- 
ingfully the production of knowledge claims on “mental disease,” and to 
adequately contextualise the expansion of the psychiatric discourse with 
reference to theoretical sets of ideas which refer to labelling, power, and 
social control. We have effectively become pseudo-social psychologists 
whose research agenda is passed down to us by state agencies, requiring 
us to do little more than identify marginalised groups who can be labelled 
and policed by the psychiatric authorities and the criminal justice system. 
Having a once proud tradition of highlighting the systematic, oppressive 
practices of the mental health system, the sociology of mental health is 
now in severe danger of simply becoming another arm of the state. Far 
too much of what passes for “research” in the discipline is flawed from the 
beginning: it takes for granted that the mental health system is a funda- 
mentally caring, scientifically sound discipline; it accepts mental illness 
diagnoses as valid and having a proved aetiology; and the empirical lens 
is focused outward on “undetected” pathologies in the general popula- 
tion rather than inward on the pathological behaviour of the institution 
of psychiatry and its allies. The result is that we end up with sociologi- 
cal research and scholarship which perpetuates the myths of psychiatric 
knowledge and aids the expansion of psychiatric hegemony (how many 
times have we read at the conclusion of such articles and books that 
there is a gap—an “unmet need”—in current mental health provision for 
which further resources and staffing is required?). 
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Thus, we need to resist the top-down state-run agenda and reject 
funding streams that tie us into conservative, surveillance-focused proj- 
ects. We also need to be vocal in challenging the scholars who take on 
such projects and reproduce the same old nonsense on mental illness 
prevalence which reinforces the hegemonic view of black, female, young, 
LGBT, working class, and other marginalised populations as pathologi- 
cal. As always, sociological investigation needs to focus on the powerful 
rather than the powerless. This requires the revitalisation of a truly critical 
research agenda for the sociology of mental health in which the opera- 
tions and practices of the psy-professions and their production of knowl- 
edge claims are prioritised. Research would then focus on the politics of 
diagnostic construction and professional power, on how psy-professionals 
turn subjective, personal understandings of human beings into categories 
of pathology, on the inner workings of the mental health system, on the 
conflicts and alliances made internally and externally to these professions, 
and on their constant need to justify mental health practice as medically 
and scientifically relevant. 

Alongside producing a critical research agenda, we need to revitalise 
social theory within the analysis of such research. The amount of theory- 
free scholarship on mental health and illness currently in circulation is 
of grave concern to the future of general critical investigation within the 
academy. We are failing in our public duty as the critic and conscience 
of society if we cannot frame research findings beyond immediate expe- 
rience. Encouraging our students and our colleagues to think critically 
about their research necessarily involves a grounding in theoretical sets of 
ideas on the world, in understanding social and economic forces which 
inhibit or emancipate certain groups, the power imbalances which exist 
in certain societies, and the production and privileging of certain forms 
of knowledge over others in capitalism. Within this, critical theories on 
mental health and illness need to be prioritised—trather than margin- 
alised—in the sociology of mental health. Towards this specific aim, my 
next book is a long-overdue collection of original works from scholars 
who continue to engage with critical perspectives in the area (see Cohen, 
forthcoming). I hope that this work will lead to an extended dialogue on 
critical research and theoretical developments for those working within— 
as well as outside—the academy. 
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Appendix A: Methodology for Textual 
Analysis of the DSMs 


Using the “advanced search” tool for PDF files in Adobe Acrobat Reader, 
word searches on each edition of the DSM were conducted by a research 
assistant (Rearna Hartmann; hereafter, RH) using pre-designated key- 
words provided by the author. From the instances in which the word was 
highlighted, RH checked that the word, first, was used in the correct con- 
text and, second, occurred in the main body of the manual (i.e., within 
the mental illness classifications themselves rather than the front- or end- 
matter). In cases where it was not possible for RH to individually check 
each instance of the word, she developed a few methods of elimination of 
word counts by checking for key phrases in which a word appeared out- 
side of the intended context (e.g., “play a role” occurred multiple times 
when searching for the word “play”). In these cases, the number of times 
those phrases occurred was subtracted from the main word count. RH 
also subtracted any words that were counted in the file that were not in 
the main text. This was done by utilising the word search tool which gives 
each occurrence of the word according to where it appears in the text, 
then using the page numbers provided in the DSM’s table of contents 
and subtracting all the occurrences that were either in the references or 
preamble to the main text. 
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Appendix B: Youth-Related Diagnostic 
Categories in the DSM, 1952-2013 


DSM-I (1952) Adjustment reaction of adolescence (p. 42) 
Adjustment reaction of childhood (p. 41) 
Adjustment reaction of infancy (p. 41) 
Conduct disturbance (p. 41) 
Schizophrenic reaction, childhood type (p. 6) 
Special symptom reaction, enuresis (p. 39) 
Special symptom reaction, learning disturbance (p. 39) 
Special symptom reaction, speech disturbance (p. 39) 
DSM-II (1968) Adjustment reaction of adolescence (p. 49) 
Adjustment reaction of childhood (p. 49) 
Adjustment reaction of infancy (p. 49) 
Group delinquent reaction of childhood (or adolescence) (p. 51) 
Hyperkinetic reaction of childhood (or adolescence) (p. 50) 
Mental retardation (p. 14) 
Overanxious reaction of childhood (or adolescence) (p. 50) 
Runaway reaction of childhood (or adolescence) (p. 50) 
Schizophrenia, childhood type (p. 35) 
Special symptoms, disorder of sleep (p. 48) 
Special symptoms, encopresis (p. 48) 
Special symptoms, enuresis (p. 48) 
Special symptoms, feeding disturbance (p. 48) 
Special symptoms, specific learning disturbance (p. 48) 
Special symptoms, speech disturbance (p. 48) 
Special symptoms, tic (p. 48) 
Unsocialized aggressive reaction of childhood (or adolescence) 


(p. 50) 
Withdrawing reaction of childhood (or adolescence) (p. 50) 
(continued) 
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Appendix B (continued) 


DSM-III (1980) Adjustment disorder with disturbance of conduct (p. 301) 

Attention deficit disorder (p. 41) 
Atypical specific developmental disorder (p. 99) 
Atypical stereotyped movement disorder (p. 77) 
Atypical tic disorder (p. 77) 
Avoidant disorder of childhood or adolescence (p. 53) 
Chronic motor tic disorder (p. 75) 
Conduct disorder (p. 45): 

— atypical 

— socialized, aggressive 

— socialized, non-aggressive 

— undersocialized, aggressive 

— undersocialized, non-aggressive 
Developmental arithmetic disorder (p. 94) 
Developmental articulation disorder (p. 98) 
Developmental language disorder (p. 95) 
Developmental reading disorder (p. 93) 
Elective mutism (p. 62) 
Functional encopresis (p. 81) 
Functional enuresis (p. 79) 
Gender identity disorder of childhood (p. 264) 
Identity disorder (p. 65) 
Infantile autism (p. 87) 
Kleptomania (p. 293) 
Mental retardation (p. 36) 
Mixed specific developmental disorder (p. 98) 
Oppositional disorder (p. 63) 
Pica (p. 71) 
Pyromania (p. 294) 
Reactive attachment disorder of infancy (p. 57) 
Rumination disorder of infancy (p. 72) 
Schizoid disorder of childhood or adolescence (p. 60) 
Separation anxiety disorder (p. 50) 
Sleep terror disorder (p. 84) 
Stuttering (p. 78) 
Tourette's disorder (p. 76) 
Transient tic disorder (p. 74) 

(continued) 
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Appendix B (continued) 


DSM-III-R (1987) | Adjustment disorder with disturbance of conduct (p. 329) 
Adjustment disorder with work (or academic) Inhibition (p. 329) 
Attention-deficit hyperactivity disorder (p. 50) 

Autistic disorder (p. 38) 
Avoidant disorder of childhood or adolescence (p. 61) 
Chronic motor or vocal tic disorder (p. 81) 
Cluttering (p. 85) 
Conduct disorder (p. 53): 
— group type 
— solitary aggressive type 
— undifferentiated type 
Developmental arithmetic disorder (p. 41) 
Developmental articulation disorder (p. 44) 
Developmental coordination disorder (p. 48) 
Developmental expressive language disorder (p. 45) 
Developmental expressive writing disorder (p. 42) 
Developmental reading disorder (p. 43) 
Developmental receptive language disorder (p. 47) 
Dream anxiety disorder (nightmare disorder) (p. 308) 
Elective mutism (p. 88) 
Functional encopresis (p. 82) 
Functional enuresis (p. 84) 
Gender identity disorder of childhood (p. 71) 
Identity disorder (p. 89) 
Kleptomania (p. 322) 
Mental retardation (p. 28) 
Oppositional defiant disorder (p. 56) 
Overanxious disorder (p. 63) 
Pathological gambling (p. 324) 
Pervasive developmental disorder not otherwise specified (p. 39) 
Pica (p. 69) 
Pyromania (p. 325) 
Reactive attachment disorder of infancy or early childhood 
(p. 91) 
Rumination disorder of infancy (p. 70) 
Separation anxiety disorder (p. 58) 
Sleep terror disorder (p. 310) 
Stereotypy/habit disorder (p. 93) 
Stuttering (p. 86) 
Tourette's disorder (p. 79) 
Transient tic disorder (p. 81) 
Undifferentiated attention deficit disorder (p. 95) 
(continued) 
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Appendix B (continued) 


DSM-IV (1994) Adjustment disorder with disturbance of conduct (p. 623) 
Asperger's disorder (p. 75) 
Attention-deficit/hyperactivity disorder (p. 78) 
Autistic disorder (p. 66) 
Childhood disintegrative disorder (p. 73) 
Chronic motor or vocal tic disorder (p. 103) 
Communication disorder not otherwise specified (p. 65) 
Conduct disorder (p. 85): 
— adolescent-onset type 
— childhood-onset type 
Dependent personality disorder (p. 665) 
Developmental coordination disorder (p. 53) 
Disorder of written expression (p. 51) 
Disruptive behavior disorder not otherwise specified (p. 94) 
Encopresis (p. 106) 
Enuresis (p. 108) 
Expressive language disorder (p. 55) 
Feeding disorder of infancy or early childhood (p. 98) 
Gender identity disorder in children (p. 532) 
Kleptomania (612) 
Learning disorder not otherwise specified (p. 53) 
Mathematics disorder (p. 50) 
Mental retardation (p. 39) 
Mixed receptive—expressive language disorder (p. 58) 
Nightmare disorder (p. 580) 
Oppositional defiant disorder (p. 91) 
Paranoid personality disorder (p. 636) 
Pervasive developmental disorder not otherwise specified (p. 77) 
Phonological disorder (p. 61) 
Pyromania (p. 614) 
Pica (p. 95) 
Reactive attachment disorder of infancy or early childhood 
(p. 116) 
Reading disorder (p. 48) 
Rett’s disorder (p. 71) 
Rumination disorder (p. 96) 
Selective mutism (p. 114) 
Separation anxiety disorder (p. 110) 
Sleep terror disorder (p. 583) 
Stereotypic movement disorder (p. 118) 
Stuttering (p. 63) 
Tourette's disorder (p. 101) 
Transient tic disorder (p. 104) 
(continued) 
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Appendix B (continued) 


DSM-IV-TR 
(2000) 


Adjustment disorder with disturbance of conduct (p. 679) 
Asperger's disorder (p. 80) 
Attention-deficit/hyperactivity disorder (p. 85) 
Attention-deficit/hyperactivity disorder not otherwise specified 
(p. 93) 
Autistic disorder (p. 70) 
Childhood disintegrative disorder (p. 77) 
Chronic motor or vocal tic disorder (p. 114) 
Communication disorder not otherwise specified (p. 69) 
Conduct disorder (p. 93): 
— adolescent-onset type 
— childhood-onset type 
— unspecified onset 
Developmental coordination disorder (p. 56) 
Disorder of written expression (p. 54) 
Disruptive behavior disorder not otherwise specified (p. 103) 
Encopresis (p. 116) 
Enuresis (p. 118) 
Expressive language disorder (p. 58) 
Feeding disorder of infancy or early childhood (p. 107) 
Gender identity disorder in children (p. 576) 
Kleptomania (p. 667) 
Learning disorder not otherwise specified (p. 56) 
Mathematics disorder (p. 53) 
Mental retardation (p. 41) 
Mixed receptive-expressive language disorder (p. 62) 
Nightmare disorder (p. 631) 
Oppositional defiant disorder (p. 100) 
Pervasive developmental disorder not otherwise specified (p. 84) 
Phonological disorder (p. 65) 
Pica (p. 103) 
Pyromania (p. 669) 
Reactive attachment disorder of infancy or early childhood (p. 127) 
Reading disorder (p. 51) 
Rett’s disorder (p. 760) 
Rumination disorder (p. 105) 
Selective mutism (p. 125) 
Separation anxiety disorder (p. 121) 
Sleep terror disorder (p. 634) 
Stereotypic movement disorder (p. 131) 
Stuttering (p. 67) 
Tic disorder not otherwise specified (p. 116) 
Tourette's disorder (p. 111) 
Transient tic disorder (p. 115) 
(continued) 
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Appendix B (continued) 


DSM-5 (2013) 


Adjustment disorder with disturbance of conduct (p. 286) 
Attention-deficit/hyperactivity disorder (p. 59) 
Autism spectrum disorder (p. 50) 
Childhood-onset fluency disorder (stuttering) (p. 45) 
Conduct disorder (p. 469) 
Developmental coordination disorder (p. 74) 
Disinhibited social engagement disorder (p. 268) 
Encopresis (p. 357) 
Enuresis (p. 355) 
Gender dysphoria in children (p. 452) 
Global developmental delay (p. 41) 
Intellectual disability (intellectual developmental disorder) (p. 33) 
Internet gaming disorder (p. 795) 
Kleptomania (p. 478) 
Language disorder (p. 42) 
Nightmare disorder (p. 404) 
Non-rapid eye movement sleep arousal disorders, sleep terror type (p. 399) 
Oppositional defiant disorder (p. 462) 
Other specified attention-deficit/hyperactivity disorder (p. 65) 
Other specified disruptive, impulse-control, and conduct disorder (p. 479) 
Other specified elimination disorder (p. 359) 
Other specified neurodevelopmental disorder (p. 86) 
Other specified tic disorder (p. 85) 
Persistent (chronic) motor or vocal tic disorder (p. 81) 
Pica (p. 329) 
Post-traumatic stress disorder (p. 271) 
Provisional tic disorder (p. 81) 
Pyromania (p. 476) 
Reactive attachment disorder (p. 265) 
Rumination disorder (p. 332) 
Selective mutism (p. 195) 
Separation anxiety disorder (p. 190) 
Social (pragmatic) communication disorder (p. 47) 
Specific learning disorder (p. 66): 
— with impairment in mathematics 
— with impairment in reading 
— with impairment in written expression 
Speech sound disorder (p. 44) 
Stereotypic movement disorder (p. 77) 
Tourette's disorder (p. 81) 
Unspecified attention-deficit/hyperactivity disorder (p. 66) 
Unspecified communication disorder (p. 49) 
Unspecified disruptive, impulse-control, and conduct disorder (p. 480) 
Unspecified elimination disorder (p. 360) 
Unspecified intellectual disability (intellectual developmental 
disorder) (p. 41) 
Unspecified neurodevelopmental disorder (p. 86) 
Unspecified tic disorder (p. 85) 


Appendix C: “Feminised” Diagnostic 
Categories in the DSM, 1952-2013 


DSM-I (1952) Homosexuality (p. 121) 

Manic-depressive reaction, manic type (p. 25) 
Psychotic depressive reaction (p. 25) 
Sexual deviation (p. 38) 

DSM-II (1968) Anxiety neurosis (p. 39) 

Depressive neurosis (p. 40) 

Homosexuality (p. 44) 

Hysterical neurosis (p. 39) 

Hysterical personality (p. 43) 
Manic-depressive illness, manic type (p. 36) 
Obsessive-compulsive neurosis (p. 40) 
Psychosis with childbirth (p. 31) 
Transvestitism (p. 44) 

DSM-III (1980) | Agoraphobia without panic attacks (p. 226) 
Agoraphobia with panic attacks (p. 226) 
Anorexia nervosa (p. 67) 

Atypical somatoform disorder (p. 251) 
Borderline personality disorder (p. 321) 
Bulimia (p. 69) 
Conversion disorder (or hysterical neurosis, conversion type) (p. 244) 
Cyclothymic disorder (p. 218) 
Dependent personality disorder (p. 324) 
Dysthymic disorder (or depressive neurosis) (p. 220) 
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